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EDITORIAL 


ISAPPROVAL OF the operation of laboratories not under the supervision of a 
D physician was expressed in a statement of policy established by the Medical 
and Chirurgical Faculty at its 1959 semiannual meeting in Ocean City. The policy 
further urges members of the Faculty not to utilize such laboratories. 

This resolution, at the time of its consideration by the Resolutions Committee, 
was vigorously discussed pro and con. The Resolutions Committee, however, felt 
there was a basic principle involved in establishment of such a policy. The House 
of Delegates had previously gone on record as defining the practice of pathology, 
including clinical pathology, to be the practice of medicine. This action of the House 
of Delegates was in line with actions taken throughout the country by various other 
state medical societies, as well as national specialty groups and the American 
Medical Association. In the light of these actions, it would appear that the Resolu- 
tions Committee had no choice but to adopt the resolution as presented. This it did, 
in fact, and the House of Delegates upheld the recommendation of the Resolutions 
Committee. ‘ 

In the recommendation to the House of Delegates, however, reference was made 
to the fact that the committee, “. . . further realizes that from a practical standpoint, 
lay laboratories at this time perform a valuable service for both the physician and 
the patient.” It went on to point out that, “.. . as well as can be determined ...a 
definite ruling has never been made regarding the legality of a laboratory’s being 
run without the supervision of a licensed physician.” 

Under present state hospital licensing regulations (exclusive of Baltimore City), 
laboratories are required to be in the charge of a qualified pathologist. This does 
not hold true, however, in cases where laboratories are operated outside of hospitals 
and patronized primarily by outpatients. It would seem, therefore, that steps should 
be taken to ensure that medical service offered to the public by a// laboratories, 
regardless of whether they are located in hospitals or outside of hospitals, is of the 
highest quality. This will require action by State Health Department authorities 
and the Baltimore City Health Department. In the meantime, it behooves all mem- 
bers of the Medical and Chirurgical Faculty to follow the mandate of its House 
of Delegates : 


“Every member of the Medical and Chirurgical Faculty is hereby 
encouraged not to utilize such laboratories.” 
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APRIL 20, 21, 22, 1960 
ANNUAL MEETING 


Medical and Chirurgical Faculty 
of the State of Maryland 


It’s Annual Meeting time again! A program of great merit, educational value, 
and interest has been arranged for Wednesday, Thursday, and Friday, April 20, 
21, 22. All scientific sessions will be held at the Alcazar, Cathedral and Madison 
Streets, Baltimore. On Thursday, April 21, there will be the annual Round Table 
Luncheon at the Park Plaza Hotel, and that same evening the Presidential Dinner 
will be held at the Sheraton Belvedere Hotel. Credit will be given by the Maryland 
Academy of General Practice for attendance at these scientific sessions. 


_ ARRANGE YOUR SCHEDULE NOW SO THAT YOU MAY 
ATTEND THE FOLLOWING SESSIONS ON , 
April 20, 21, 22. 


Scientific Sessions 


The Alcazar, Cathedral and Madison Streets, 
Wednesday, April 20, 1960 


2:15 p.m. Congenital Anomalies of the Esophagus. Willis J. Potts, M.D., 
Surgeon in Chief, Children’s Hospital, Chicago. I. Ridgeway 
Trimble Fund Lecture. 

2:55 p.m. Necrology. Leslie E. Daugherty, M.D., President. 

> 3:20 p.m. Psychiatric Aspects of Medical Practice. A Panel Discussion. 


Moderator—Leo H. Bartemeier, M.D., Medical Director, Seton 
Institute, Baltimore 


Baltimore 


Participants— 

Frederick H. Allen, M.D., Professor of Psychiatry, University 

of Pennsylvania. 

M. Ralph Kaufman, M.D., Psychiatrist in Chief, Mount Sinai 
Hospital, New York City. 
Wednesday Evening 
8:30 p.m. The Biological Effects and Hazards of Ionizing Radiation. A 
Radiation Symposium. 

Moderator—Russell H. Morgan, M.D., Professor of Radiology, 
Johns Hopkins University. 
Participants— 
Donald R. Chadwick, M.D., estesseees Federal Radiation Coun- 
cil, Washington. 
Richard H. Chamberlain, M.D., Professor of Radiology, Univer- 
sity of Pennsylvania. 


William B. Looney, M.D., Assistant Professor of Radiology, 
Johns Hopkins University. 
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Thursday, April 21, 1960 


> 9:15 a.m. Current Treatment of Hypertension. A Panel Discussion. 
Moderator—E. Cowles Andrus, M.D., Associate Professor of Medi- 
cine, Johns Hopkins University. 
Participants— 
Edward D. Freis, M.D., Associate Professor of Medicine, 
Georgetown University. 
Irvine H. Page, M.D., Director of Research, Cleveland Clinic. 
> 10:15 a.m. Election of the Board of Medical Examiners. 


> 10:40 a.m. Progress in Army Medicine. Lieutenant General Leonard D. 
Heaton, The Surgeon General, United States Army. J. M. T. 
Finney Fund Lecture. 


11:35: am. Stein-Leventhal Syndrome (Polycystic Ovary Syndrome). 
Robert B. Greenblatt, M.D., Professor of Endocrinology, 
Medical College of Georgia. 


» 12:30 pm. ROUND TABLE LUNCHEON. Park Plaza Hotel, Charles and 
Madison Streets. There will be 25 round table discussions, 
with moderators, on various phases of medicine. A list of 
these will be mailed to all members early in April. 


em 2:15 p.m. Diabetes Panel. 
Moderator—Henry T. Ricketts, M.D., Professor of Medicine, 
University of Chicago. 
Participants— 
T. S. Danowski, M.D., Professor of Research, Medicine, Univer- 
sity of Pittsburgh. 
Francis D. W. Lukens, M.D., Professor of Medicine, University 
of Pennsylvania. 


> 3:30 p.m. Immunization for Young and Old. Joseph E. Smadel, M.D., As- 
sociate Director, National Institutes of Health. William 
Royal Stokes Memorial Lecture. 


> 4:10 p.m. Clinical Pathological Conference. 
Thomas M. Durant, M.D., Professor of Medicine, Temple Uni- 
versity. 
Ernest Aegerter, M.D., Professor of Pathology, Temple Uni- 
versity. 
Thursday Evening 


PRESIDENTIAL DINNER—SHERATON BELVEDERE HOTEL 
Followed by a General Meeting 

The Presidential Dinner will once again be held in the Charles Room of 
the Sheraton Belvedere Hotel at 7:15 p.m., on Thursday vening, April 21. 
Cocktails will be served at 6:15 p.m. in the Jubilee Room. 

At 8:30 p.m. there will be the General Meeting in the Charles Room. ALL 
members are invited to the General Meeting, even though they do not attend the 
dinner. 
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Friday, April 22, 1960 

» 9:30 a.m. Chemosurgery of the Basal Ganglia in Parkinsonism, Dystonia 
Musculorum Deformans and Multiple Sclerosis. Irving S. 
Cooper, M.D., Professor of Research Surgery, New York Uni- 
versity. 

» 10:30 a.m. Atypical Variants of Viral Hepatitis. Gerald Klatskin, M.D., Pro- 
fessor of Medicine, Yale University. 

>» 11:30 a.m. Histaminic Cephalgia: Differential Diagnosis and Treatment. 

Bayard T. Horton, M.D., Emeritus Staff, Mayo Clinic. 


BUSINESS SESSIONS 


The Council of the Medical and Chirurgical at the Alcazar. The NEW Council will also meet 
Faculty will meet at the Alcazar on Wednesday immediately following adjournment of the House 
morning, April 20. This will be followed by the of Delegates on April 22. All members of the State 
meeting of the House of Delegates, also at the Society are invited to attend the meetings of the 
Alcazar. The second meeting of the House of Dele- House of Delegates, but only the — have 
gates will be held on Friday afternoon, April 22, the privilege of the floor. 


aS, 
SCIENTIFIC EXHIBITS 
In the Blue Room of the Alea- 
zar there will be several scientific 


exhibits worthy of observance 


_ All available space has been al- 
Jocated for-technical exhibits and 
there will be 58 such exhibits in 
‘tthe Ballroom of the Al@azar. 
‘These will prove profitable and 
time-saving to those attending the 
‘meetings. Be sure to allow timein 
“your schedule to visit the = 
q 


READ RELAX 


_ Located in the Blue Room of the Alcazar will — 
" be a relaxation area where there will be a display _ 
from the Medical and Chirurgical Faculty Li- | 
Books may be borrowed, returned, and 


SEMIANNUAL MEETING AUXILIARY LUNCHEON 
FRIDAY, SEPTEMBER 16, 1960 Lt. 
SCEAN AND Woman's Auxiliary to the Medical and 
AN CITY, MARYL __ Chirurgical Faculty will hold its annual luncheon 


_ at the Sheraton Belvedere Hotel on Wednesday, 

_ April 20, All members of the Medical and Chirur- 

1961 ANNUAL MEETING * _ gical Faculty, their wives and guests are invited 

Wednesday, Thursday, Friday, to attend this luncheon. Many other attractive fea- 

APRIL 26, 27, 28, 1961 tures have been planned by the Auxiliary for the 
BALTIMORE _ doctors’ wives on ‘cca 20 and 21. 


This splendid scientific program has been arranged by the Committee on Sci- 
entific Work and Arrangements—Nathan E. Needle, M.D., Chairman, William E. 


Grose, M.D., Houston S. Everett, M.D., J. Douglas Lockard, M.D., and William 
Carl Ebeling, M.D. 
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MARYLAND PATHOLOGISTS WHO 


PERFORM CYTOLOGY 


Following is a listing of pathologists in Maryland with facilities to perform 
exfoliative cytologic interpretations. This list has been made available, for your 


convenience, by the Maryland Society of Pathologists, Inc. 


Alden, Manning W., M.D. 

Anne Arundel General 
Hospital 

Annapolis 


Ash, James E., M.D. 
Suburban Hospital 
Bethesda 


Burns, Cornelius J., M.D. 
Prince George’s Hospital 
Cheverly 


Fisher, Russell S., M.D. 

Maryland General Hospital 

— Avenue & Madison 


Baltimore 1 


Frost, John K., M.D. 
Johns Hopkins Hospital 
Baltimore 5 


Furie, Robert J., M.D. 
Memorial Hospital 
Frederick 


Guerin, Paul F., M.D. 
, 100 North Calhoun Street 
Baltimore 23 


Hunter, Oscar B., Jr., M.D. 

Montgomery County 
Hospital 

Olney 


Lovitt, William, M.D. 
700 Fleet Street 
Baltimore 2 


Margolin, Ellis S., M.D. 
Springfield State Hospital 
Sykesville 


McCullough, Kendrick, M.D. 


Peninsula General Hospital 
Salisbury 
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McGarry, Edward, M.D. 
809 Viers Mill Road 
Rockville 


Merkel, Walter C., M.D. 
Union Memorial Hospital 
Baltimore 18 


Naib, Zuher, M.D. 
University of Maryland 
31 South Greene St. 
Baltimore 


Nelson, Kenneth, M.D. 

Washington Sanitarium and 
Hospital 

Takoma Park 


Norwood, Vernon H., M.D. 
Church Home and Hospital 
Baltimore 31 


Nyka, W., M.D. 

Veterans Administration 
Hospital 

3900 Loch Raven Boulevard 

Baltimore 18 


Ramsey, James H., M.D. 
Washington County Hospital 
Hagerstown 


Reimann, Dexter L., M.D. 
Bon Secours Hospital 
Baltimore 23 


Schmidt, E. C. H., M.D. 
Memorial Hospital 
Easton 


Skitarelic, Benedict, M.D. 
Memorial Hospital 
Cumberland 


Solomon, Robert, M.D. 
Sinai Hospital 
Baltimore 15 


Swatek, William C., M.D. 

Washington Sanitarium and 
Hospital 

Takoma Park 


Tseng, Hsiang L., M.D. 
1514 Division Street 
Baltimore 17 


Turner, Roy B., M.D. 
Washington County Hospital 
Hagerstown 


Tymkiw, Stefan, M.D. 
Peninsula General Hospital 
Salisbury 


VandeGrift, William B., 
M.D 


Saint J oseph’s Hospital 
Baltimore 13 


Warner, Carroll G., M.D. 
Mercy Hospital 
Baltimore 2 


Weinberg, Tobias, M.D. 
Sinai Hospital 
Baltimore 5 


Weiss, Daniel L., M.D. 
4827 Langdrum Lane 
Chevy Chase 


Williams, William A., M.D. 

Anne Arundel General 
Hospital 

Annapolis 


Wollenweber, Henry, M.D. 
11 East Chase Street 
Baltimore 2 


Wright, Robert B., M.D. 

South Baltimore General 
Hospital 

Baltimore 30 
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Committee, 
ee November 23, 195 


Committee, 
January 12, 1960 


The Executive Committee and Council of the Medical and 


John Sargeant 
Executive Secretary 


YOuR 
MEDICAL 


FACULTY 


Chirurgical Faculty of the State of Maryland met on the fol- 


lowing dates and took the following action: 


1. Disapproved a 
proposed joint Blue 
Cross/Blue Shield pol- 
icy because it did not 
comply with various rulings established by the 
Faculty’s House of Delegates. 


Committee, - 
December 8, 1959 


privilege of insurance 
companies to imprint 
envelopes with the 
Faculty return address and use them for solicita- 
tion of business, a practice that has existed for 
many years. 


2. Authorized the executive secretary 
to report any cases heard of where the 
term Chiropractic Physician was being 
used. Such cases would be reported to the 
Board of Medical Examiners for action. 


3. Discussed various Blue Cross matters with 
the Faculty’s five appointees to the Blue Cross 
Board. 


4. Authorized the commencement of 
“hearings” with respect to hosptial use 
of Blue Shield restricted funds. 


5. Authorized the Special Committee on Blue 
Cross/Blue Shield Legislative Study to draft a 
proposed Blue Shield contract for presentation to 
the Blue Shield Board. 


6. Authorized preparation of a press re- 
lease for use at the time of the proposed 
Blue Shield rate increase. 


1. Discussed vari- 
ous Blue Shield mat- 
ters with the Faculty’s 
appointees to the Blue 


Shield Board. 
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AT WORK 


2. Met with the representatives of the 
Maryland Pharmaceutical Association to 
discuss mutual problems. 


3. Approved the 1960 budget for presentation io 
Council. 


4. Approved pension payments to three 
employees not now covered under the 
Faculty’s pension plan, such payments to 
come from funds set aside for this pur- 
pose. 


5. Authorized use of the Faculty telephone num- 
ber for the Maryland Diabetes Association, until 
such time as a lay group of this association is or- 
ganized. 


ie Ja uary 19, 1960 


1. Authorized emer- 
itts ‘membership rec- 
ommendations to the 
House of Delegates 


for designated individuals. 


2. Approved a recommendation to re- 
quest the Board of Medical Examiners to 
have an amendment to the Medical Prac- 
tice Act prepared, requiring clinical lab- 
oratories to be under the supervision of a 
licensed physician. 


3. Approved a resolution regarding use of M.D., 
rather than Dr. by members of the Faculty, with 
the understanding that it will be presented to the 
House of Delegates through the Resolutions Com- 
mittee. 


4. Authorized the Building Committee 
chairman to: 

(a) contact Faculty members for the 
purpose of obtaining the balance 
of building fund assessments at 
once, rather than $10.00 per year 
until paid in full. 
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(b) have a meeting with county rep- 
resentatives to go over the de- 
tailed plans and specifications for 
Faculty building renovations and 
additions. 


5. Approved a resolution from the Liaison Com- 
mittee on Accreditation of Hospitals and Intern 
and Residency Training Programs, protesting re- 
cent actions by this national committee. 


6. Heard various bylaw changes before 
oresentation to the House of Delegates. 


’, Heard that the Faculty’s resolution on vet- 
e1.ns medical care introduced in the AMA House 
o: Delegates had been passed and referred to the 
A fA Council on Legislative Activities for im- 
p! mentation. 


8. Thanked Dr. Amos R. Koontz for his 
work in this connection. 


9. Approved aims and objectives of the Com- 
mittee on Public Instruction. 


10. Requested Faculty officers to refrain 
from writing letters to the press, but if 
they feel they must do so, requested them 
to make it abundantly clear that it was 
their personal opinion and not that of the 
Faculty. 


At a reciprocity meeting on December 
18, 1959, the Board of Medical Exam- 
iners licensed the following physicians to 
practice medicine and surgery in Mary- 
land: 


Batman, Eva Louisa Satchwell, Virginia 
Berger, Leonard Hyman, Georgia 
Berger, Norman, Pennsylvania 

Deitch, Ronald Stuart, National Board 
Dorfman, Howard David, National Board 
Economos, George Themistocles, Vermont 
Fraher, Thomas Joseph, National Board 


Franzoni, Joseph Dunbar, III, District of 
Columbia 


Newly Licensed Physicians 


11. Approved the 1960 budget. 


12. Adopted a resolution in opposition 
to the Forand Bill. 


13. Heard activity of the Faculty’s Legislative 
Committee and staff in connection with the Forand 
Bill. 


14. Approved a proposed law dealing 
with pre-mortem autopsy permit and pre- 
mortem authorization for transplantation 
of tissue for introduction into the State 
Legislature. 


15. Heard information in connection with the 
Cambridge Maryland hospital dispute. 


16. Discussed in general Blue Cross/ 
Blue Shield matters and drew up recom- 
mendations for increased communications 
ideas in this connection. 


17. Voted to arrange some fitting tribute to Wal- 
ter N. Kirkman, Faculty employee, who is retir- 
ing in the near future. 


18. Approved investigation of the idea 
of a health fair. 


19. Approved the design of a membership 
plaque and requested information from component 
sociéties in this regard. 


Harrington, John Francis, District of Co- 
lumbia 


Holcombe, Robert Calkins, National Board 
Horn, Paul Caughman, Mississippi 

Lewis, John Milton, Texas 

Lyons, William Stewart, National Board 
Maher, Edward Erney, National Board 
Morales, Jorge Benigno, National Board 
Mott, Thurman, Jr., Kansas 

Niesenbaum, Leonard, Pennsylvania 
Osius, Theodore George, Jr., Michigan 
Singleton, Gary Lee, Georgia 

Van Besien, Maurice Jean, National Board 
Van Gelder, Miriam Seaman, Pennsylvania 
White, Benjamin Daniel, Georgia 
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a statewide conference 


sponsored by 
The Committee on Geriatrics 
and 
The Condens on Rural Health 
of the 
Medical and Chirurgical Faculty 
of Maryland 
March 12, 1960 


Baltimore, Maryland 


HE GERIATRICS COMMITTEE of 
the Medical and Chirurgical Faculty of 
the State of Maryland is grateful to the Mary- 


land State Medical Journal for allowing us, 


for the third time, to devote an issue to the 
problems on aging. These problems have be- 
come widely discussed and the topic of many 
committee meetings in our state and across 
the nation, in an effort to find solutions. In 
Maryland, we have attempted to study the 
problems as we meet them, and with the Com- 
mission on Problems of Aging, recently ap- 
pointed by Governor J. Millard Tawes, we 
have attempted to evaluate the reports and 
views of various authorities and are further 
attempting to arrive at a proper line of pro- 
cedure. 

Basically, the problems all seem based on 
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the assumption that the individual over the 
age 65 is unable to look after himself, to ;ro- 
vide for himself, to obtain proper med cal 
care, or to pay for medical care (the physi- 
cian, the hospital, the pharmacist, the nursing 
or convalescent home, and continued care: in 
his own home). The age 65 suddenly has be- 
come a dividing point, at which on the day 
before, an individual is capable of producing 
a full day’s work in his chosen labors and 
on the day after, he is immediately retired 
with no preparation for that ever-lengthening 
period of time we call the golden years. 

The problems that have been caused by the 
philosophy of compulsory retirement, on the 
part of the employer, the employee, the in- 
surance carrier, and even the self-employed, 


stem from a lack of preparation for these 


golden years.. Medicine has lengthened the 
human life span with antibiotics, vaccines, 
and increased surgical approaches, which a 
few years ago were undreamed of; thus in 
our nation the population of persons over 65 
is now 15,000,000, or 10 per cent of the total 
population, and this percentage is rising 
rapidly. 

According to our studies, the problem is 
not entirely medical. Medical care is a small 
part of the overall picture, which from our 
viewpoint includes social and economic, as 
well as medical factors. Industrialization, the 
movement of rural population to the cities, 
the spread of the urban population to the sub- 
urbs, and the change in home styles have con- 
tributed to a definite break-up of the family 
unit and the old idea of oldsters residing with 
the youngsters has become unpopular. In to- 
day’s smaller homes there is no room ‘or 
Grandpa and Grandma. Earlier retirement 'ias 
created the problem of healthy individu ils 
with a great deal of time on their hands and 10 
productivity to pass away this time. Having 
little or no companionship of people thvir 
own age has brought about mental attituces 
of dissatisfaction and unhappiness in +1e 
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oldster. The social factors have to be more 
thoroughly investigated, and some solution 
will undoubtedly come from these continued 
studies; ie. setting up Golden Age Clubs, 
recreational centers and villages for the aged 
and :eaching the oldster productive hobbies 
to sustain a feeling of accomplishment. 

Economic factors must be considered 
amon‘; the problems of the aging, but not to 
the extent that some would have us believe: 
that 11 old people are indigent, that there 
is an urgent need for free medical and hos- 
pital care, or that all oldsters must be sup- 
portei through government grants. Part of 
the aiswer lies in various pension plans, the 
socia) security program, and prepaid in- 
surance; however, much more study must be 
made before concrete recommendations can 
be offered. 

The medical problems are by no means 
minimal although medical care is available to 
the oldster. Many physicians are capable of 
giving better care because of increased knowl- 
edge of degenerative diseases, the infectious 
diseases, and neoplastic growths. Hospitals 
have better prepared themselves for more 
thorough care of elderly patients through 
seminars in nursing care, modern construc- 
tion and even through more efficient business 
administration policies. Nursing homes are 
steadily being built, while existing ones are 
operating near capacity level to render non- 
hospital type care to older patients. But by no 
means, should the medical profession accept a 
complacent attitude toward the progress we 
have made. There is a great deal more to do to 
add to our armamentarium for continued and 
improved care of the aged, and we must ever 
seek new means for rendering still better care 
and fulfilling our obligation to all mankind: 
the best possible medical care to all people at 
the lowest possible cost. 


Archie Robert Cohen, M.D. 
1959-60 Chairman, Committee on Geriatrics 
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ABOUT THIS CONFERENCE 
Herman Seidel, M.D. 


This conference has been called jointly by the 
Committee on Chronic Illness and Rural Health, 
of which Dr. Hugh Ward was chairman, and the 
Committee on Geriatrics, of which I was the chair- 
man. Let us, however, not accept the joining up 
of the two committees as an admission that 
chronic illness and geriatrics are the same or even 
similar ; they are not. While chronic illness may 
be more prevalent among the aging, geriatrics 
does not accept incapacity, disability and chronic 
illness as necessary parts of aging, but prepares 
to combat and prevent these infirmities. 

We extended the scope of this conference be- 
yond the confines of medicine because we have 
many nonmedical problems to clarify, and with the 
help of the many disciplines here represented, we 
hope to delineate the problems of geriatrics as 
they are today. 

I recall the first conference of this type in Balti- 
more, which took place in 1950, and was, like- 
wise, a one-day conference. It was well attended 
and had almost a similar program. As a result of 
that conference, Thomas D’Alesandro, mayor of 
Baltimore at that time, appointed a Committee on 
Aging to study the problems of aged people in 
Baltimore and particularly the nursing home sit- 
uation. The nursing homes in Baltimore and vi- 
cinity were surveyed, and many rules and regula- 
tions were formulated and decreed that have since 
helpéd to improve the standards of the nursing 
homes considerably. Following that, a commission 
was appointed by the mayor for the further study 
of the problems of the aging in Baltimore. This 
commission made a thorough survey of these 
problems, and the results of the survey have been 
published by the commission and have served to 
popularize and highlight the many needs of the 
aging in the community. 

More exciting and stimulating is the attitude 
toward geriatrics, in its broadest aspects, taken 
by the American Medical Association during the 
past few years. For years, the A.M.A. acted as 
a friendly but cautious observer. Many doubted 
that geriatrics would continue in its process of 
development to assume such national proportions. 
Others thought that the problems and medical 
responsibilities could be absorbed by existing fa- 
cilities and disciplines ; but geriatrics broke through 
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many of the obstacles, and the American Medical 
Association has finally assumed full responsibility 
for the further development of geriatrics and ex- 
tended to it the much-needed help of the medical 
profession. Recently the American Medical Asso- 
ciation held several important geriatric confer- 
ences. It has an efficient and active Committee on 


Geriatrics, which is spreading out and penetrating 
into every state and into every county with a pro- 
posed positive program to give geriatrics meaning 
and momentum. 

We are gathered here today to contribut : to 
this great movement and to go along with d: vel- 
oping momentum. 


Hospital Care as it Relates to the Aging 


WOULD LIKE to describe our experience with 
I patients over 70 years of age in the three 
Maryland State chronic disease hospitals. We 
have found many of the problems encountered in 
the hospital care of this age group are related to 
the intolerance of these people to change in their 
environment. This is frequently noted with pa- 
tients admitted directly from their own homes, 
and especially from homes in which they have lived 
for many years. Any relocation, however, whether 
from home or from a nursing home or another 
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Superintendent, Maryland Chronic Disease Hosp:tals 


hospital, may cause a change in mental attitude. 
Even change from one room or floor within the 
hospital may result in loss of appetite, depression, 
and mental confusion. 

The most difficult time during the period of ad- 
justment to the new environment is at night, when 
the patient may awaken and be totally unable to 
orient himself. In his confusion he may urinate 
spontaneously or fall while trying to get out of 
bed. It is our standard practice to provide bed- 
side rails for aged patients for several nights after 
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= pital. suffered cerebrovascular accidents. The added 
ng The physical constitution of the elderly patient weight naturally creates nursing problems and 
often does not tolerate change in medication or may interfere with successful rehabilitation to in- 
fo even minor adjustments of dosage. A reduction dependence in daily living. More suitable diets are 
el- of insulin in the aged diabetic, for example, may expensive and difficult to serve, as well as difficult 
provoke an increase of blood sugar totally out of for the patients to accept. 
proportion to the insulin reduction. A small in- Poor memory with a short attention span is a 
crease of digitalis may increase cardiac irritability common situation which presents problems in 
to the point of incipient heart failure; so it is nursing care and rehabilitation. Most falls, we feel, 
of'en better to resort to diuretic drugs than to occur because the patient doesn’t remember to call 
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Mn, ist ed renal blood flow may throw the patient into the wheelchair, or from the wheelchair to the bed, 
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en of these patients. Many of this age group have memory to be restricted to walking with assistance, 
to ben without teeth for long periods and have, for rather than to attempt wheelchair independence. 
ite ths reason, subsisted largely on soft, high carbo- Decreased activity of elderly patients also leads 
of hy Irate diets. When, as a result of illness, their to problems in their hospital care. They tend to 
d- aciivity is restricted, weight gains of 40 to 50 doze a great deal during the daytime hours, then 
er pounds have often occurred in the two or three seldom sleep soundly at night, waking with noc- 
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of arthritis or neurological or circulatory disease. 
The commoner sedatives, especially the barbi- 
turates, increase their mental confusion to the ex- 
tent that they are rarely helpful with the problem 
of sleeping. 


Constipation and preoccupation with bowel 
function is a frequent problem. Some of the older 
patients complain more about not having a bowel 
movement than about the problem or disability 
which brought them to the hospital. I once asked 
a patient in the terminal stages of carcinoma with 
generalized metastases how he was feeling. He 
said he felt fine and had no problem, except that 
since he had been in the hospital he couldn’t have 
two bowel movements a day. 


The skin of .older patients is far more fragile 
and subject to abrasion and damage from pres- 
sure. It therefore requires more careful and con- 
sistent care in order to avoid ulceration. The 
proneness to pressure sores, we feel, is due both 
to the decreased elasticity of the skin and to loss 
of subcutaneous fat. 


Medically we find these patients seldom have a 
single disease. Patients with cerebrovascular ac- 
cidents usually have generalized arteriosclerosis 
or hypertension or diabetes, and frequently all 
three conditions. Parkinsonism, in some cases, and 
arthritis, in others, is present prior to and is re- 
lated to fractures, especially of the hips. Osteo- 
arthritis and osteoporosis, likewise, may contribute 
to these accidents. 


Nursing Home Care for the Older Person 
V. L. Ellicott, M.D. 


Discharge planning for these patients offers a 
real problem when there are no responsible rela- 
tives and the planning must be made with the pa- 
tients themselves. Here again, all of the difficul'ies 
related to their intolerance to change will likely 
recur. 

Changes in family relationships, arrangements 
for property settlements or transfer, or merely a 
simple signature to a legal document may be «iis- 
turbing and precipitate a temporary confusion and 
depression. 

Because of the practice of living in small hous- 
ing units, the young family often finds it difficult 
to accept in his home the elderly relative, with his 
poor memory, poor attention span and frequently 
depressed visual and auditory acuity. Our dis- 
charge planning, therefore, often has to be di- 
rected toward care in a foster home or nursing 
home. This is often interpreted by the patient as 
rejection by his family. It is my feeling and im- 
pression that this feeling of rejection, together 
with the trauma of relocation, may contribute to a 
high death rate in the period immediately follow- 
ing discharge. 

While the patients are in the hospital, we find 
it advantageous to keep the older ones together, 
where they can talk and discuss their mutual prob- 
lems, aches, pains and disabilities which are of 
real moment to them. This relieves the nurses and 
physicians of a great deal of listening time, and, 
we feel, accomplishes a great deal for the patients 
themselves. 


Chief, Bureau of Medical Services and Hospitals, 
State Department of Health 


dee TERM “NURSING HOME CARE” is loosely 
used to denote any kind of care given to a 
patient in a building called a nursing home. More 
specifically, it designates skilled nursing care in an 
institution staffed and equipped for the purpose. 
Many nursing homes accept and keep a mixture 
of nursing and non-nursing patients. 

The nursing home which provides skilled nurs- 
ing care is an important facility because it takes 
patients who would otherwise unnecessarily tie up 
a bed in a hospital. Beds so used might be in a 
general hospital, where the per diem cost is high- 
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est; in a chronic disease hospital, where the cost 
is intermediate ; or in a mental hospital, where the 
per diem cost is not high, but where unnecessary 
use of beds contributes to overcrowding. 

Proper utilization of nursing homes goes a long 
way toward carrying out the concept of keeping 
the right patient in the right place. The patien's 
who are medically suitable for nursing homes 
are a large group, but they should not be included 
with those who belong in a chronic disease hosp - 
tal, where their condition could be improved by 
special rehabilitation techniques. Few nursing 
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homes are staffed and equipped for rehabilitation, 
as needed, for example, in teaching the hemiplegic 
patient how to walk. It is a serious error to place a 
patient in a nursing home if there is possibility 
of rehabilitation. In England, where many nurs- 
ing homes are referred to as “half-way houses,” 
admissions are limited to those who have been in 
the hospital affiliated with the nursing unit and 
who have reached maximum rehabilitation. 
Maryland has a variety of types of nursing 
homes. In the largest group are the proprietary, 
those operated as private businesses. Relatively 
few are nonprofit, like the general hospitals, but a 
few of these, such as Keswick and Levindale, are 
larze and well known. The infirmaries of the 
homes for the aged, also parts of nonprofit institu- 
tions, should be considered as nursing homes be- 
cause they provide skilled nursing care. Publicly 
operated nursing homes are rare in Maryland. 
Approximately one-third of Maryland’s nursing 
home patients are receiving public assistance 
grants, which are used to pay for their care. By 
comparison only two or three per cent of the 
state’s total population is currently supported by 
welfare. The reason for the high public assistance 


The medical staff of the Sinai. Hospital o 
Baltimore invites friends and associates to joi 
them on April 24, 1960, at a scientific meetin 
_ in celebration of the new hospital. A diversi 
_ fied program has been arranged which should 

_ interest physicians in all branches of medicine 
Formal presentations will be given by: 
Edward C, Curnen, Jr., M.D., professor 
_ pediatrics, University of North Carolina. 
Clarence Dennis, M.D., professor of surgery 
- State University of New York, Downsta 
Medical Center. 
J, Farber, M.D., associate professor 
_ medicine, New York University. 
stetrics and g logy, State Universi 
New York, Medical Conte 
Simon Koletsky, M.D., professor of pathol- 
Western Reserve University. 
. Stauffer Lehman, M.D., professor 
radiology, Hahnemann Medical College. 
Morton L. Levin, of epi 
University of Buffalo. 
_ Irving M, London, M.D., professor of medi- 
cine, Albert Einstein College of Medicine. 
Yeshiva University. 
_ Franz Reichsman, M.D., associate profess 
of medicine and’ psychiatry, University of: 
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percentage in nursing homes is that many previ- 
ously independent people exhaust their savings 
through the expenses of longterm illness, thus are 
forced to apply for public assistance. The 1500 
people receiving welfare grants for nursing home 
care cost taxpayers 1.5 million dollars. Maryland’s 
Nursing Home Public Assistance Grants average 
$3.75 per patient per day. If payments were raised 
to the six or seven dollars per day cost of 
adequate nursing care, the state’s bill would be 
much higher. 

Maryland’s nursing home needs have been 
studied carefully. There is no overall shortage of 
nursing home space. Those who can pay estab- 
lished charges can easily find beds, but there is a 
shortage of space available for welfare patients 
and others of limited means. It is often hard to 
place these patients in nursing homes, especially 
those who are hard to handle and require much 
of the nursing home staff’s time. 

The State Health Department has drafted a plan 
for the development of nursing home services. It 
is aimed to provide more space for low income 
groups and to raise standards of care. Purposely 
included in the low income group are those who 
have a small income through insurance or Social 
Security or part of their children’s earnings. The 
plan extends over five years and aims to combine 
existing federal money with state money to pro- 
vide construction grants for nonprofit nursing 
homes. Communities will thus be encouraged to 
establish nursing homes suitable to local needs and 
to operate them on plans similar to community 
general hospitals. The state grants would be pro- 
vided through a bill now before the present session 
of the State Legislature.* 

The other part of the Health Department’s plan 
is that of supplementary payments to nursing 
home operators for the care of patients who re- 
quire more than the usual amount of service. 
These payments would be made on an individual 
patient basis when a patient requires additional 
service and when the home has the staff and equip- 
ment needed to furnish the service. The payments 
should be influential in raising the quality of care, 
and they should make more space available to wel- 
fare patients in both proprietary and nonprofit 
nursing homes. 


*Editor’s Note: On April 2 this Bill passed the State 
Senate by a vote of 25 to 2, but on April 4, the closing 
date of the Legislature, it died in the House Ways and 
Means Committee. 
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Prescriptions: Their Cost and Use 


Victor H. Morgenroth, Jr. 


Past President, Baltimore Metropolitan Pharmaceutical Association; 


HE PROBLEM that faces the pharmacists of 

this state and the aged is the fact that so 
many of these people with limited income at that 
stage of their life are faced with the cost of medi- 
cation. I would like to discuss the prescription and 
its price to give you a background of what the 
pharmaceutical industry and the pharmacists of 
this country and this state, are attempting to do 
along this line. 

The great problem is, of course, when a person 
goes to his pharmacist to have a prescription filled, 
he is, in a sense, buying “consumer goods,” the 
same as choosing a blouse in a department store or 
picking up a favorite brand of cream soup at the 
grocery. All three transactions take place across a 
counter and involve an exchange of money for 
something the consumer is going to use. Yet, how 
different from the others is the emotional climate 
in which he purchases a prescription. Instead of 
happy anticipation at a new outfit or a family treat, 
he is worried and upset. He wants the blouse or 
the soup, but the prescription is a necessity be- 
cause the doctor has said so, and on its purchase 
depends his own health or the well-being of some- 
one dear to him. 

If you think a moment about these situations 
and compare them calmly, you'll understand the 
psychological reason why so many people tend to 
grumble from time to time about “the high price 
of drugs.” Prescriptions are items we don’t really 
want, but we know we have to have them; yet, 
being human, we resist the need to buy them. 

It’s ironic but true, the more potent the so-called 
“wonder drugs” become, the more surely they pin- 
point their targets, the more inclined we seem to 
be to complain about how much they cost. A survey 
indicates that many Americans believe prescrip- 
tions are too high. But are prescription prices 
really out of line? In fairness, let us look at the 
facts. You must have winced many times as you 
watched the amounts grow larger and larger on 
the spindle where you keep your grocery bills. For 
most of us, fortunately, income has at least tended 
to keep pace. Between 1939 and 1954, for exam- 
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ple, disposable income climbed 262 per cent. 3ut 
our personal expenditures for drug products ¢ ver 
the same period of time increased only 167 per 
cent—a more modest rise than for some other 
items, like food and clothing. 

The average price of a prescription in 1958 in 
the United States was $2.90 per prescription : in 
Maryland it was $2.55, and our total annual outlay 
per American for prescription items is only about 
$11.00 a year per person. We don’t think this is 
too stiff a bill for drugs that will cure pneumonia, 
curb tuberculosis and enable epileptics and dia- 
betics to lead a normal life. 

In recent years, surveys show we spent as much 
as $54 per American for alcoholic beverages, $32 
for tobacco and $18 for greasing, repairing and 
parking the car, but only $11 for prescriptions. 

We should remember, too, that part of the pur- 
chase price of every prescription—one analyst 
says it is 20 cents out-of every dollar of manu- 
facturing profit before taxes—is immediately 
plowed back into research. In 1957 the pharma- 
ceutical manufacturers of the United States re- 
turned to research 127 million dollars; in 1958, 
170 million dollars ; and the plan before the Phar 
maceutical Council was 225 million dollars for 1959. 

The men in pharmaceutical laboratories are a 
restless, inquisitive breed. They acknowledge the 
limitations of our physical world, but they own 
no limitations on their own minds. They are dedi- 
cated to a continuing, relentless search that will 
make obsolete tomorrow the very drug which they 
created today. There are now three more auti- 
biotics than known diseases for which to treat. 
There were 545 brand new drugs in 1958 in ‘he 
United States, and 1959 points up to the sa ne 
or even more. 

The makers of pharmaceuticals recognize ‘he 
importance of fertilizing their minds with he 
materials that stimulate scientific imagination — 
the best laboratories and test tubes and equipm: nt 
in the world. 

Nor can these manufacturers hold back n xt 
year’s models until the pharmacist has cleared is 
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shelves of this year’s product. I have so many 
half empty bottles, that if I could get one quarter 
the price for it, I’d be happy. But once a discov- 
ery is made they can’t hold it back until the phar- 
macist can clear one that is less effective. Quite 
aside from the humane motive for getting new 
prescription items onto the market quickly there 
is the business drive as well. No manufacturer 
can ever be sure that he has the product and the 
market secure. I have only to remind you of the 
great new diuretic, Diuril®, which has been on 
the market less than six months and is already 
outiioded by two new products that were an- 
nou iced this week. And with manufacturing tech- 
niqves and research going on like that, the same 
will continue. In the field of the steroids, it has 
beer only a few years that cortisone was placed 
on tie market and in rapid succession has been re- 
plac by Cortone®, Hydrocortone®, Predniso- 
lone Dexamethisone, and Triamcinolone, and 
the, re not so sure how long that is going to last 
bec: use already they’re talking about the sixth in 
the series. 


In such a competitive market prices often plum- 
met almost overnight. In five years the price of 
Streptomycin dropped 97 per cent and the price 
of cortisone fell 90 per cent. Now this present 


market, where the products are being used a great 
deal by the aging people, is on a continuing de- 
cline. A study shows that 29 years ago a case of 
lobar pneumonia meant five weeks in the hospital, 
doctors’ and nurses’ bills of $400 to $500, and lost 
earning power during hospitalization and con- 
valescence of at least $1,000 per person. And in 
1927 the odds for recovery from lobar pneumonia 
were only three to one. Today, however, thanks to 
antibiotics and other drugs, the average case of 
lobar pneumonia lasts no more than two weeks 
with no convalescence, and may even be treated 
at home. But most important of all, the odds are 
now better than 26 to one for full recovery, and 
with the antibiotics the price of the whole treat- 
ment is almost negligible. 


Think of the epileptic who was once a burden 
to himself and to his family, but who now, thanks 
to drugs costing less than five cents a day, is a pro- 
ductive, self-supporting citizen. Think of the dia- 
betic who used to face a two to one chance of an 
early death, but who now, at the price of a few 
cents a day for insulin, can look forward to a nor- 
mal life expectancy. Insulin, since its introduc- 
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tion, has reduced in price so dramatically that we 
in the pharmaceutical field like to think it’s been 
really beneficial. 

The catalogue runs on and on at an ever-ac- 
celerating pace—the benevolent fruits of the 
golden age of phamaceutical research: the steroid 
compounds for the arthritics, new barbiturates 
and other sedatives that bring sleep for the 
troubled, intravenous anesthetics, antihistamines 
to control allergies, the effective new antibiotics 
have appeared and go on and on. 

Among the most recent prescription drugs are 
natural or synthetic compounds which ease the 
mind disturbed by mental illness. Through their 
use, the atmosphere in some mental hospitals, and 
certainly in aging hospitals, has been literally 
transformed. We have a great succession of these 
synthetic compounds. Some that are very specific 
are Frenquel® and Marsilid, which are less than 
a year or two old and are continually aiding in 
the treatment of these people. This means that 
minds which had been totally withdrawn are now 
accessible to words and ideas. 

In our century, medical science—with the aid 
of better medicines available to all—has length- 
ened the American life span a full 25 years and 
so presents these problems. The Pharmaceutical 
Research Council, the manufacturers and the 
pharmacists are attempting to stay in line with 
these problems. It is the unanimous feeling that 
socialized medicine is not the answer to cheaper 
prescriptions, because in such a way the word 
“cheap” enters right into it. You make the patient 
fit the medicine instead of the medicine fit the 
patient. 

The Federal Government is investigating the 
cost of drugs; yet, as always results from these 
investigations, the only proof is that all of those 
that are possible to have been reduced in price have 
so been because of competition. 

The prescription is the patient’s property and 
he is entitled to take it to any pharmacy of his 
choice. I know from experience in a neighborhood 
store that, where there are financial problems, 
where the patient’s social security or pension 
checks come only once a month, it’s no problem at 
all to make necessary arrangements with any of 
the neighboring pharmacists. It goes on every day, 
and a frank discussion of the individual’s finan- 
cial situation will result in the pharmacist’s under- 
standing of his problems and a willingness to try 
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learn; not to talk. Our Department of Chris- 
tian Social Relations of the Episcopal Diocese of 
Maryland, of which I am the executive secretary, 
is vitally interested in the problem of the aging. 
We know it is really a most important problem, 
although in this country we realize also there are 
two kinds of people: those who are young and 
those who are not so young, and we realize that 
those who are not so young have a deep interest 
in religion. 

As you know, many people like to criticize by 
saying that the church is just for little children or 
old people. Now, we should remember what Our 
Lord said when he talked about growing in wis- 
dom and stature. The older people have a closer 
and deeper understanding and a better approach 
to religion than the younger ones or those of mid- 
dle age. The stormy days of youth are over, and 
gradually one settles down, is more relaxed and 
starts to meditate. We don’t feel any more supe- 
rior to God. We don’t feel any more that we can 
do without God. We have a better understanding 
of people, and when we think about people, of 
course, we are led to God. 

It is interesting that older people feel the need 
of religion. I recently baptized a medical doctor, 
a professor, who was 72. Never in his life had he 
had much contact with the church. Now, approach- 
ing old age, he felt the need. He was only one of 
many. 

Recently I buried the oldest member of our 
Diocese. She was 97 years old. She sang in the 
choir till she was 90. The church was the main 
topic of her conversation, and she took an active 
interest in what was going on in church. Older 
people in a church are a great help to the younger 
ones because they can help them by their kindness 
and by their interest in them. By offering a mean- 
ingful fellowship, they make them feel at home 
and bridge a gap which otherwise exists. 
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to share the cost of the prescription. He wants to 
be fair with people who are willing to be fair 


Religion and its Relation to the Aging 


CAME, as most of you did, to listen and to 


The Pharmaceutical Association and its execu- 
tive council is ready to try to help any of these 
people. 


The Rev. Dr. Charles J. Harth 
Rector, Church of Our Saviour 


Of course, with the older people it is important 
not to make them feel old or useless. Particularly 
in the church, there is a place for older people. Of 
course, there is a place for older people in many 
spheres of life; there, I’d like to say something 
on behalf of our older clergy. Being an older per- 
son is a great advantage, as I know from my own 
experience, when visiting patients in hospitals, 
inmates in jails, and also college students on the 
campus. It is a great advantage when they are con- 
fronted with a man who has white hair. It makes 
them feel more confident, more relaxed, and the 
church, through us, offers them particular fellow- 
ship which they miss otherwise. 

Older people quite often come to the church be- 
cause they are looking for fellowship. So many 
older people, unfortunately, are forgotten people. 
I realize this particularly when I listened to our 
speaker who talked about the nursing homes. This 
is a serious problem. In hospitals or in old age 
homes there is pastoral care provided for, but in 
many nursing homes with few beds and few pa- 
tients, we have little or no contact at all, although 
religion is especially meaningful to older people. 
They love to read the Bible, which helps them to 
overcome their disappointments, their loneliness 
and their suffering. They now have more time to 
relive and to rethink to a certain extent the suffer- 
ing and the sacrifice of Our Lord. It is a great 
help to them to have Bible classes for Bible studics. 
It is rather interesting that those people ask really 
important and pertinent questions. 

When we approach old age, we are faced with 
the problem that we may have to face Our Lord 
at any moment. That makes one more humb':, 
more tolerant and more understanding. Old r 
people like to talk about religion. They like to ta!k 
about God, about the life to come, and the clergy 
are there in order to help them and to listen «> 
them; as a matter of fact, I think most of vs 
should do more listening than talking. 
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The Council of Churches, through the special 
organization of the United Church Women, has a 
wonderful program of visiting the older people, 
particularly at City Hospitals. I know it is always 
a great joy to the dear old ladies and men at the 
infirmary when they are visited. Most of them 
have no relatives and no friends; nobody who 
really cares for them. Of course, they have their 
particular problems and also their particular 
prejudices. 

At City Hospitals, for instance, at the Keswick 


Home, at the German Old Age Home, at Bonnie 
Blink, at our own Church Home and at our Up- 
land’s Home, as well as at other denominational 
places, regular religious services are provided. 
The old people like to attend them and love to 
sing hymns. 

If I may sum up, our approach to the older 
people as far as religion is concerned is to make 
them realize the basic principles of religion as 
Saint Paul wrote to his beloved church in Corinth : 
Faith, Hope and Charity. 


Why Has Aging Become A Problem? 


Louis Krause, M.D. 


Professor of Clinical Medicine, University of Maryland School of Medicine. 


HIS sToRY of old age, why do we have a 
> pother Bear in mind, in the problems of 
medicine, we are living longer and longer, but 
not actually into old age; all we are doing is 
bri: ging a number of people who before the last 
couple of decades would have passed away in 
early life. All you have to do is go abroad and live 
in a native village of Arabia to see how true that 
is. Infant mortality rate the first year is 500! 
out of every thousand in some places, and in one 
place where I was, 800 out of a thousand died 
the first year. When we stopped the infantile 
diseases, mortality rates reduced markedly. In- 
jections, antitoxins, and immunity treatments have 
helped a number of infants survive, and today 
childhood diseases can be controlled or prevented. 

In early adolescence and adulthood, we see 
pneumonia stopped, typhoid fever and diphtheria 
abolished, scarlet fever under control, and polio 
curtailed with vaccines. By and large, most of us 
here today would have died before we got to be 
21 or 25 years of age in the “old days.” 

After you have passed middle age how old 
should you get to be? It is difficult to say, but we 
are now pushing 68, 69, 70. We expect the infant 
born today to arrive at that age at the other end 
of the arc of life. But if a 70 year old individual 
comes to the doctor today and says, “Doctor, what 
can you do that I can keep on going?” what can 
he say? Can he say, “You take this; this will in- 
sure good health?” He can’t. All he can do is 
tell him, “If you get an infection we can take care 
of it with our antibiotics, if we have one that is 
suitable, unless it’s a resistant staphylococcus 
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which is running amuck in all hospitals today in 
America. If you get a surgical condition, we can 
take care of that in all likelihood, not because the 
technique is particularly improved—there are bet- 
ter techniques in certain lines—but anesthesiology 
has advanced so we can keep the patient more 
safely asleep for a greater period of time.’ Be- 
yond that, we can’t do anything.” i 

How old should you get to be? We don’t know. 
You hear at the ordinary funeral oration the 
minimal figure given by the preacher, who usually 
quotes the ninetieth psalm ; that is three score and 
ten. That is Palestinian in its origin; if you look 
over your Bible and turn to Isaiah, you find it 
should be about one hundred years of age; then 
if you are still a good Bible student, you look in 
Genesis. There you should be 120 years of age. 

Is that unusual? Is that rare? We don’t think 
so. In the ancient days it wasn’t too ‘fare an occur- 
rence. We believe that was more frequent than 
we suspected. We have good recotds—biblical 
and extra-biblical, literary and otherwise—from 
ancient Egypt, for instance, to support the belief. 
You can trace that literary thread way back in 
history, so people probably did reach that age, 
and we think it is within the realm of possibility 
today, although we can’t promise that to the indi- 
vidual. From the point of view of what brings 
him to that level, we have stopped infant mortal- 
ity, middle age mortality, and we have more and 
more people reaching that period which we call 
old age. 

Now, how about the individual’s food and hous- 
ing? We expect a young couple today to buy a 
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house that has not more than four, five or six 
rooms. It is big enough for about two children 
plus the father and mother ; the family never anti- 
cipates taking the father and mother or grand- 
father or grandmother or a great uncle into the 
home. Abroad that is usually done. They are never 
moved from their environment; they stay in that 
home all their lives, until they die. 

It’s true that in America most old people are 
taken care of by their folks in their homes, but 
the tendency is beginning to shift that care to the 
state. Transplanting him from his home to some- 
where else brings about a change. Pick up a tree 
that’s well rooted and see what happens: the 
foliage drops off ; it’s stunted if it survives at all. 
This is comparable to moving a patient from his 
home to an institution. 

Then what do you do in these institutions? 
So many times they are moved to the country. 
The city dweller who grew up around the wharf 
and market place knowing nothing about the 
' country, feels totally lost. He hears no polyglot 
language around his ears; he misses his friends ; 
he has no bond with the living; he is in a strange 
environment; so you can see why he begins to 
get concerned about things such as bowel move- 
ments. What has he to do out there in that home, 
transplanted from his original environment ? What 
event occurs in his life except a bowel movement ? 
That’s all he has to look forward to each day. 
Who says you have to have a bowel movement 
every day? Such fallacy and folklore as you see 
popularized on radio and TV is how we produce 
a lot of the problems of old age. 

About food, I am firmly convinced that every 
hospital and nursing home buys good food; but 
I am equally convinced every hospital has an ex- 
cellent talent to ruin good food. Now that’s no 
fault of theirs ; they do a good job for the blanket 
application, but I. hear that gripe every day from 
patients in every hospital in the city. It doesn’t 
taste like food they are used to, or it is served 
to them cold, and that happens often, but it is no 
fault of the hospital. I am convinced we don’t 
need more dietitians in the hospitals; we need 
more good cooks. I have yet to see an individual 
in a hospital with an acute case of anything, who 
goes into a deficiency state because he doesn’t 
get vitamins for a few days. He probably got 
along without them many years at home and sur- 
vived remarkably well; so I don’t think he’s going 
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to go into a deficiency state in the two weeks he’s 
hospitalized. 

You’ve heard it mentioned about the dentur:- 
less patient. You don’t need teeth to chew food, 
Many an old person gets adequate nutrition wit! - 
out teeth. We are simply straining at a lot cf 
things that aren’t so. Milk is something else th:t 
is over-rated. You know perfectly well an adu't 
doesn’t have to have milk to survive. I’m familizr 
with a lot of people in this world outside the 
United States who never see milk from the day 
they were weaned till they die, and they live al 
right. 

What can you do about these patients in a 
home? It’s a difficult problem, I know, the way 
they have to make a blanket diet. A Hebrew, if 
he goes to Levindale, will get something he’s 
familiar with, like gefilte fish, lukshun, and lox. 
A German is accustomed to home cooking, but 
how often will he be served a sauerbraten and 
kartofell kloese in a nursing home? Never. He’s 
getting food, it’s true, but the thing that causes a 
lot of difficulty with these people is food he’s 
not familiar with, = 

No pathologist can take a piece of tissue from 
a 97-year-old body and look under the microscope 
and say the patient died-of old age. We know there 
are changes and physiological alterations, but we 
can’t measure them. When you see an old man 
who is complaining, look for the disease that’s 
bothering him; don’t just attribute his gripes to 
his old age. 

One of the reasons why a chronic disease hos- 
pital should be connected with an acute disease 
hospital is so the patient will be examined rou- 
tinely by the resident staff. In the average chronic 
home or nursing home, there is no routine exami- 
nation, at least once a week, by a physician, Then 
we see many of them in City Hospital with well- 
developed conditions that should have been recog- 
nized a month or two prior to admission but 
weren't because they were in a home and not rou- 
tinely examined. It’s a doctor’s job to look for the 
disease and see whether it can be corrected. Oste- 
oporosis and arthritis are medical situations, anc 
the patient is not suffering from the mere weigh: 
of 80 years on his shoulders; he has a diseas« 
process. 

Again referring to the Bible, there isn’t any 
good word said for old age except in the Book oi 
Proverbs where it says that a white head or hoary 
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head is a crown of glory. Elsewhere old age is 
looked upon as “the evil days,” and the time to 
think about that is in young life.The best you 
can do is to create a mental refuge. You’re not 
going to be interested in the muscular activities— 
golf, rowing, running—when you are 70, 80, or 90 


years old. But you will have a mind, a refuge to 
which you can fly, a mental refuge. How right 
the pastor was when he said his religious people 
were happy from that point of view. But don’t 
forget, when an old man thinks about his religion, 
it’. because he knows he hasn’t far to go. It is often 
fear, perhaps, just as much as it is love of religion, 
th: t makes them read their Bible. 

The time to think about old age is in young 


life. Create a mental refuge to which you can 
flee, because the older you get, the fewer bonds 
you are going to have with the living. Your 
friends and loved ones are going to drop off, and 
you'll be lonely. That is the real winter of life, 
and old age is a problem because so many times 
we are mentally bankrupt. We haven’t prepared 
ourselves with our mental refuge to which we can 
flee. 

So the reason old age has become a problem 
is, first of all, because of the medical progress 
that has stopped the youngsters and middle aged 
and aged people from dying, and second, because 
of our lack of classical, abstract, immaterial 
teachings that we should have been doing in our 
young life. 


Dietary Problems Of The Aging 
Sister Mary Dominic, R.S.M. 


Administrator, Nutrition Department, Mercy Hospital; Member, American Dietetic 
Association, American Nurses Association, National League for Nursing and 
National Council of Catholic Nurses. 


\INCE SCIENTISTS have added more years to life, 
S it becomes increasingly important that we 
add more life to the years. Good health and vigor 
in later years are dependent on the foundations 
laid in earlier years. The old French proverb, 
“You are what you eat,” takes on added import- 
ance as the years stack up, because the results of 
poor eating habits begin to evidence themselves. 
The infirmities of old age, formerly considered 
inevitable, now are known to be deficiency states 
in many instances. 

Education is the most reliable way of assuring 
good nutrition. To teach the individual, we must 
reach him. To reach the person, one must under- 
stand his needs and be able to rightly interpret 
his attitudes. Each person must be considered as 
an individual. Then, it is extremely important 
that dietary advice be explicit, detailed and com- 
prehensive. Written instructions are desirable, as 
impairment of memory is often intensified when 
a change of habit is provoked. It has yet to be 
proven that nutritional requirements for optimal 
health are any greater in the aged than in any 
other age group. The following may serve as 
good points to be stressed: 


There is no specific nutritional problem 
in old age, nor any specific dietary recipe for 
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the preservation of vigor or the extension 
of life. A good diet is just as important in 
old age as in youth. The caloric intake for 
the aged should be kept at a level where a 
normal body weight can be maintained. 
During senescence, obesity from sheer 
overeating is a common and serious prob- 
lem. Excessive intake of starches and 
sugars tend toward obesity. Carbohydrates 
should not exceed half of the energy con- 
tent of the diet. Aging is associated with a 
lowered glucose tolerance; certainly many 
instances of the milder late type of dia- 
betes might be avoided if the diet were 
kept in better balance. 


The usual American diet consists of 30 to 40 
per cent of calories consumed in extractable 
fats and oils. This is reported to cause “indi- 
gestion” in the elderly. It seems reasonable to 
reduce this fat intake to 15 to 25 per cent of 
the calories. Avoid cooking in fats and oils as 
a simple solution; refrain from fried and oily 
foods and rich gravies. At this point the sub- 
ject of cholesterol may be uppermost in your 
minds. I prefer to quote Dr. Waife and, with 
that, close the matter: “Now a word about the 
hottest potato in nutrition—cholesterol. So 
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house that has not more than four, five or six 
rooms. It is big enough for about two children 
plus the father and mother ; the family never anti- 
cipates taking the father and mother or grand- 
father or grandmother or a great uncle into the 
home. Abroad that is usually done. They are never 
moved from their environment; they stay in that 
home all their lives, until they die. 


It’s true that in America most old people are 
taken care of by their folks in their homes, but 
the tendency is beginning to shift that care to the 
state. Transplanting him from his home to some- 
where else brings about a change. Pick up a tree 
that’s well rooted and see what happens: the 
foliage drops off ; it’s stunted if it survives at all. 
This is comparable to moving a patient from his 
home to an institution. 


Then what do you do in these institutions? 
So many times they are moved to the country. 
The city dweller who grew up around the wharf 
and market place knowing nothing about the 
' country, feels totally lost. He hears no polyglot 
language around his ears; he misses his friends; 
he has no bond with the living; he is in a strange 
environment; so you can see why he begins to 
get concerned about things such as bowel move- 
ments. What has he to do out there in that home, 
transplanted from his original environment ? What 
event occurs in his life except a bowel movement ? 
That’s all he has to look forward to each day. 
Who says you have to have a bowel movement 
every day? Such fallacy and folklore as you see 
popularized on radio and TV is how we produce 
a lot of the problems of old age. 


About food, I am firmly convinced that every 
hospital and nursing home buys good food; but 
I am equally convinced every hospital has an ex- 
cellent talent to ruin good food. Now that’s no 
fault of theirs ; they do a good job for the blanket 
application, but I hear that gripe every day from 
patients in every hospital in the city. It doesn’t 
taste like food they are used to, or it is served 
to them cold, and that happens often, but it is no 
fault of the hospital. I am convinced we don’t 
need more dietitians in the hospitals; we need 
more good cooks. I have yet to see an individual 
in a hospital with an acute case of anything, who 
goes into a deficiency state because he doesn’t 
get vitamins for a few days. He probably got 
along without them many years at home and sur- 
vived remarkably well; so I don’t think he’s going 
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to go into a deficiency state in the two weeks he’s 
hospitalized. 

You’ve heard it mentioned about the denture- 
less patient. You don’t need teeth to chew food. 
Many an old person gets adequate nutrition wit)- 
out teeth. We are simply straining at a lot «of 
things that aren’t so. Milk is something else that 
is over-rated. You know perfectly well an adult 
doesn’t have to have milk to survive. I’m familiar 
with a lot of people in this world outside tie 
United States who never see milk from the diy 
they were weaned till they die, and they live all 
right. 

What can you do about these patients in a 
home? It’s a difficult problem, I know, the way 
they have to make a blanket diet. A Hebrew, if 
he goes to Levindale, will get something he’s 
familiar with, like gefilte fish, lukshun, and lox. 
A German is accustomed to home cooking, but 
how often will he be served a sauerbraten and 
kartofell kloese in a nursing home? Never. He’s 
getting food, it’s true, but the thing that causes a 
lot of difficulty with these people is food he’s 
not familiar with. 

No pathologist can take a piece of tissue from 
a 97-year-old body and look under the microscope 
and say the patient died of old age. We know there 
are changes and physiological alterations, but we 
can’t measure them. When you see an old man 
who is complaining, look for the disease that’s 
bothering him; don’t just attribute his gripes to 
his old age. 

One of the reasons why a chronic disease hos- 
pital should be connected with an acute disease 
hospital is so the patient will be examined rou- 
tinely by the resident staff. In the average chronic 
home or nursing home, there is no routine exami- 
nation, at least once a week, by a physician. Then 
we see many of them in City Hospital with well- 
developed conditions that should have been recog- 
nized a month or two prior to admission but 
weren’t because they were in a home and not rou- 
tinely examined. It’s a doctor’s job to look for the 
disease and see whether it can be corrected. Oste- 
oporosis and arthritis are medical situations, and 
the patient is not suffering from the mere weight 
of 80 years on his shoulders; he has a disease 
process. 

Again referring to the Bible, there isn’t any 
good word said for old age except in the Book of 
Proverbs where it says that a white head or hoary 
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head is a crown of glory. Elsewhere old age is 
looked upori as “the evil days,” and the time to 
think about that is in young life.The best you 
can do is to create a mental refuge. You’re not 
going to be interested in the muscular activities— 
golf, rowing, running—when you are 70, 80, or 90 
years old. But you will have a mind, a refuge to 
which you can fly, a mental refuge. How right 
the pastor was when he said his religious people 
were happy from that point of view. But don’t 
forget, when an old man thinks about his religion, 
it’: because he knows he hasn’t far to go. It is often 
fear, perhaps, just as much as it is love of religion, 
tht makes them read their Bible. 

The time to think about old age is in young 


life. Create a mental refuge to which you can 
flee, because the older you get, the fewer bonds 
you are going to have with the living. Your 
friends and loved ones are going to drop off, and 
you'll be lonely. That is the real winter of life, 
and old age is a problem because so many times 
we are mentally bankrupt. We haven’t prepared 
ourselves with our mental refuge to which we can 
flee. 

So the reason old age has become a problem 
is, first of all, because of the medical progress 
that has stopped the youngsters and middle aged 
and aged people from dying, and second, because 
of our lack of classical, abstract, immaterial 
teachings that we should have been doing in our 
young life. 


Dietary Problems Of The Aging 
Sister Mary Dominic, R.S.M. 


Administrator, Nutrition Department, Mercy Hospital; Member, American Dietetic 
Association, American Nurses Association, National League for Nursing and 
National Council of Catholic Nurses. 


\INCE SCIENTISTS have added more years to life, 
S it becomes increasingly important that we 
add more life to the years. Good health and vigor 
in later years are dependent on the foundations 
laid in earlier years. The old French proverb, 
“You are what you eat,” takes on added import- 
ance as the years stack up, because the results of 
poor eating habits begin to evidence themselves. 
The infirmities of old age, formerly considered 
inevitable, now are known to be deficiency states 
in many instances. 

Education is the most reliable way of assuring 
good nutrition. To teach the individual, we must 
reach him. To reach the person, one must under- 
stand his needs and be able to rightly interpret 
his attitudes. Each person must be considered as 
an individual. Then, it is extremely important 
that dietary advice be explicit, detailed and com- 
prehensive. Written instructions are desirable, as 
impairment of memory is often intensified when 
a change of habit is provoked. It has yet to be 
proven that nutritional requirements for optimal 
health are any greater in the aged than in any 
other age group. The following may serve as 
good points to be stressed: 


There is no specific nutritional problem 
in old age, nor any specific dietary recipe for 
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the preservation of vigor or the extension 
of life. A good diet is just as important in 
old age as in youth. The caloric intake for 
the aged should be kept at a level where a 
normal body weight can be maintained. 
During senescence, obesity from sheer 
overeating is a common and serious prob- 
lem. Excessive intake of starches and 
sugars tend toward obesity. Carbohydrates 
should not exceed half of the energy con- 
tent of the diet. Aging is associated with a 
lowered glucose tolerance; certainly many 
instances of the milder late type of dia- 
betes might be avoided if the diet were 
kept in better balance. 


The usual American diet consists of 30 to 40 
per cent of calories consumed in extractable 
fats and oils. This is reported to cause “indi- 
gestion” in the elderly. It seems reasonable to 
reduce this fat intake to 15 to 25 per cent of 
the calories. Avoid cooking in fats and oils as 
a simple solution; refrain from fried and oily 
foods and rich gravies. At this point the sub- 
ject of cholesterol may be uppermost in your 
minds. I prefer to quote Dr. Waife and, with 
that, close the matter: “Now a word about the 
hottest potato in nutrition—cholesterol. So 
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much is being written and disputed regarding 
lipids and atherosclerosis that anything we 
say now may be out of date by this after- 
noon.” 

Sufficiency of protein is the hardest thing to 
insure. Protein foods should not supply less 
than 15 per cent of the calories. Stores of pro- 
tein in the form of muscle tissue are burned 
when an inadequate protein diet is consumed. 
This may be the cause of serious effects on 
general health. The highest quality protein is 
derived from animal sources, as meat, poultry, 
cheese, fish, eggs, and milk. These are a daily 
must, forgetting the old fallacy that cheese 
and milk are constipating. Iron and calcium 
concentration, traces of cobalt, and copper, also 
provided by lean meats, eggs, leafy green veg- 
etables and dried fruits, are necessary for 
blood building. Fortified milk drinks are a con- 
venient way of providing high quality protein 
as well as a vehicle for supplementary nutri- 
ents. 

A varied diet of natural foods with a mini- 
mum of processing should be encouraged. Cook- 
ing too long or in large quantities of water will 
destroy vitamins and minerals. Let us pause 
here to consider that grandmother did not 
grow up eating oranges and, hence, is not in 
the habit of eating citrus fruits. Is she still 
disturbed by the belief that citrus fruits are too 
acid to be handled by the body? Grandfather 
was not reared to eat what he may term “rab- 
bit food” and so is not interested in salads and 
green vegetables. Who can deny their import- 
ance? Liberal use of leafy and root vegetables, 
fruits, and coarse cereals are important in 
maintaining bulk, in the intestines and pro- 
moting normal bowel evacuation. 

Calcium is needed for upkeep of bones and 
normal functioning of nerves and muscles, in- 
cluding the action of the heart. Riboflavin, a 
constituent of B complex group, is involved 
when the cells use oxygen. It also prevents 
cracking and scaling skin, protects eyes against 
sensitivity to light, and averts the painful seiz- 
ures of cramps in the calf of the leg muscles. 
Both calcium and riboflavin are best supplied 
in the daily intake of milk. 

As the rate of absorption decreases and as- 
similation becomes poor, more stress must be 
placed on increased vitamins and minerals in 
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the diet. There should be an abundant fluid 
intake to prevent dehydration. This may in- 
clude moderate amounts of coffee, tea, carbo- 
nated beverages, and alcoholic beverages. The 
latter are best taken with or immediately after 
meals. The audience may recall Dr. Kolb’s re- 
cent report in the newspaper. Following the 
research on Paget’s disease, Dr. Kolb stated 
that alcohol is a powerful aid to treatment in 
a low calcium diet which excludes milk. I 
quote: “Alcohol, if you are going to use it, is 
not the best, but it is a better item in the dict 
of oldsters than milk.” His findings are highly 
debatable. 

If we are seeking a nutritional fountain of 
youth, it will be well to remember that special 
food concentrates are seldom necessary. Many 
folks may spend ill-afforded money in mineral 
water and obscure “‘vegetable and tissue juices” 
to keep young. Part of the problem of pro- 
viding nutritional help for the older person 
consists of countering the claims of food fad- 
dists, the purveyors of special nostrums offered 
for nutritional purposes and writers who prom- 
ise miracles from peculiar diets. 

Moderation in the use of table or cooking 
salt is wise. 

It seems feasible at this point to consider 
briefly a few of the difficulties which are due 
to the complexities of physical associations. 
Actually, the problems which arise are more a 
matter of preparation than selection. 

Food habits are important considerations 
in menu planning. Immediate and drastic 
changes should not be imposed on older per- 
sons; but, under proper conditions, retraining 
of habits, even those of long standing, can be 
accomplished. Often an evaluation of the food 
intake will prove that essential nutrients may 
be consumed under other forms than those to 
which we are accustomed. Perhaps Mark 
Twain was right when he said, “Habit is habit 
and not to be flung out of the window by any 
man, but coaxed downstairs a step at a time.” 


Individuals with no dentures or ill-fitting 
ones will require soft, easily chewed foods. For 
them the method of preparing the food must be 
altered. It can be chopped or ground withou' 
losing iis original flavor. Fish, scallops, anc 
oysters present no difficulty in chewing. Rav 
fresh vegetables may be ground or grated: 
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sieved or strained vegetables may deprive the 
body of the needed bulk and are lacking in ap- 
peal to the average person. 

Appetite is often variable. Nourishing foods 
can be planned following the pattern set up 
by the National Research Council. Small fre- 
quent feedings are helpful, and nourishing 
beverages should be encouraged. 

Sight, taste, and smell are less acute in the 
aged, so that food loses much of its appeal. It 
should be seasoned to make it more appetizing. 
Anorexia is often psychogenic, especially when 
the will to live and enthusiasm for accomplish- 
ments are weakened by long, disabling illness. 
Anxieties and conflicts within the home tend to 
reduce appetite and may lead to senile anorexia. 
Food faddists, faulty breakfast eaters, constipated 
folks, conflicted personalities, and alcoholics 
sturm our clinics and hospital facilities. To all of 
us, food has the attributes of being body build- 
ing, therapeutic, and love-giving; food is a form 
of affection that you can bestow on people. Per- 
haps we can strive to reverse the expression, “The 
way to a man’s heart is through his stomach,” and 
say, “The way to a man’s stomach is through his 
heart.” 


These suggestions may prove helpful: 
Serve regular and properly spaced meals. 
Serve attractively arranged food. 


Serve out of season or especially prepared 
foods. 


Change food flavors or food types. 


Use food colors in attractive combinations. 


Cater to individual preferences. 


Because of loneliness in living alone and pre- 
paring one’s own meals, the individual may resort 
to easy availability and ease of preparation in 
food selection and tend to rely on easily pre- 
pared or “ready to eat” foods, bakery goods, and 
tea and toast meals, which are low in protein and 
poor in protective factors. Tray service in.a hos- 
pital or convalescent home may lead to a feeling 
of loneliness. If due attention is given to him, a 
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complaining oldster may be easily satisfied. The 
person living alone should avoid accumulating 
many foods other than those kept in sealed jars 
or cans. Small amounts of food should be pur- 
chased to avoid monotony, while various herbs 
are inexpensive and add variety. 


Shall we suggest the TV dinners so readily 
available now? Perhaps the future development 
of “Meals-on-Wheels” in all communities will 
stimulate the “I want to live” attitude. 


Another serious and real problem is poverty. 
These persons experience the handicaps of inade- 
quate cooking facilities, rising food costs parallel 
to insufficient savings or pensions. Great expend- 
itures for medicines during illness often curtail 
the purchase of food items needed to prevent 
disease. Such persons must be taught the ways of 
saving while purchasing foodstuffs. Dried skim 
milk is a good source of protein and calcium and 
has a low fat content. It keeps indefinitely, can be 
used to satisfaction in muffins, cake, puddings and 
sauces. Fortified margarine is a much cheaper 
source of fats and is nutritionally comparable to 
butter. 


Adequate daily requirements will be met if the 
following foods are consumed: 

Whole milk—two 8 ounce glasses. 

Vegetables—two or more servings other 
than potatoes ; at least one raw; one green or 
yellow. 

Fruits—two or more servings, including 
citrus or tomato. 

Eggs—one preferably, but not less than 
four a week. 

Meat, cheese, fish, poultry—one or more 
servings (4 ounces cooked weight). 

Whole grain or enriched cereal—one serv- 
ing. 

Whole grain or enriched bread — three 
slices or more. 

Butter or margarine enriched with vitamin 
A—four teaspoons or more. 

Sweets—in limited amounts, as in simple 
fruit desserts. 
In conclusion: 


Fewer calories are needed due to decreased 
activity and decreased metabolic rate. A smaller 
proportion of calories should be contributed by 
fat and a larger proportion by protein. 


Last, and probably most important, physicians 
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meet the challenge of disability, disease, defici- 
ency, and distress. Why not respond equally well 
to prevention, protection, preservation and the im- 
provement of health? For these are the principles, 


if applied prior to advancing age, that will mak- 
that period healthier and happier. We cannot all b: 
wealthy, but we can do our best to be healthy anc 
wise. 


Nursing Problems Of The Aging 
Miss Cecilia M. Zitkus, R.N. 


Associate Professor of Rehabilitative Nursing, University of Maryland School of Nursing. 


HE PROBLEMS ENCOUNTERED in providing 

care for aged patients are as numerous 
and individual as the people they affect. The most 
obvious and urgent responsibility of the nursing 
profession is to find ways and means of providing 
these people with the amount and kind of nursing 
care they need. In any attempt to formulate plans 
for their care, the need for further research and 
experimentation becomes increasingly apparent. 
The nurse must not only keep abreast with the 
current research and findings of the medical and 
other professional groups engaged in studying the 
problems of aging, but as a member of the health 
team, she must participate in this research if the 
quality and scope of nursing service is to be im- 
proved. 

It seems to me the time allowed for the presen- 
tation of this topic might be best utilized by high- 
lighting a few of the nursing needs of elderly 
patients and discussing some of the problems in- 
volved in their care. 

One of the major physical needs of the geri- 
atric patient, which generates many nursing prob- 
lems, is the need for motor activity. The geriatric 
patient needs to move and to keep active in order 
to prevent physical and mental deterioration, con- 
tractures, general muscular weakness from bed- 
rest, pressure sores, incontinence and many other 
complications. By promoting movement or self- 
activity on the part of the geriatric patient, his 
ability to move is preserved. Not all geriatric in- 
dividuals respond positively to overtures made in 
their behalf in getting them to be self-activated. 
Some show resentment, irritation, or out and 
out hostility when approached by the nurse for 
getting out of bed, having a bath, having their 
hair shampooed, and the like. Some have numer- 
ous excuses and try to delay the activity. Fre- 
quently the nurse hears such remarks as “You 
can’t teach an old dog any tricks,” or “Why bother 
with me; I’ll die soon.” The nurse must keep a 
healthy sense of humor in her approach to the 
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elderly patient. By a healthy sense of humor is no 
meant a technique of teasing or provoking the 
elderly patient into accepting some of these activ. 
ities. It means being flexible and able to under. 
stand that it is normal for old people to appear 
fixed in their ways and at times to be unreason- 
able and not to be disturbed by it. It may seem 
easier and less time consuming for the nurse to 
help the patient or to wait on him. Often the nurse 
or some member of the family or friend does this. 
This is unfortunate, since the elderly patient tends 
to develop habits of lethargy, and the above ap- 
proach may result in the patient’s developing 
apathy that might extend into a vegetative state. 

The elderly person needs a great deal of mo- 
tivation and encouragement. He has to really see 
the value in getting up and doing things for him- 
self. He must be encouraged to look his best, and 
he thrives on well+intended flattery. You cannot 
force the aged person. The nurse needs to watch 
for peaks of readiness and be able to take ad- 
vantage of these, and if she persists with gentle 
persuasiveness from day to day, one day when she 
least expects it, the patient himself will ask for a 
shampoo, to watch television, to play a game of 
checkers, or for other recreational activities. 

Among the psychological needs of the patient 
is the need to be loved, accepted, supported, and 
made to feel secure. The nurse’s approach to the 
patient should be one of warmth and love which 
is more than professional service and more than 
the tender loving care of popular conception. This 
love must be on an intellectual plane so that it 
does not fluctuate with the elderly patient’s be- 
havior. It is difficult to be thoughtful of the ill 
and overly emotional elderly patient, and the nurse 
must have attained a good measure of emotional 
maturity. herself before she can give effective 
nursing care to him. 

In old age a person’s inner resources decline, 
his external world becomes narrower, and the 
past becomes more realistic than the present. The 
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nurse can and should strengthen these inner re- 
sources. An incident of this type occurred recently 
in one nursing situation. A young nurse was 
changing a dressing on a 74-year-old man and to 
make conversation, she asked him if he knew the 
Lord’s Prayer. The patient began to recite the 
prayer, and as he prayed tears tlowed down his 
cheeks. Between sobs and sighs he managed to 
finish it. The nurse feared she had done the wrong 
thing when, to her amazement, as an attendant 
stopped by, the patient pointed to the nurse and 
said, “She strengthened my spirit.’”” The patient 
ttobably did not realize he strengthened his own 
soirit through the prayer, but someone had to be 
tliere to initiate this activity. 

Spiritual values seem to be more realistic and 
110re important to the aged. As_ professional 
rurses we should be able to meet effectively the 
reeds of the patient who wants to know something 
about the hereafter, or what is the purpose of life, 
or why is God keeping him here when he feels 
so worthless. One cannot always have available a 
priest, a rabbi or a minister to answer these ques- 
tions. 

Since the memory span of the aged is shortened, 
it is important for the nurse to devise little 
memory aids for him, such as writing her name 
on a slip of paper which the patient can keep and 
use in asking for her by name when he wants to. 
This gives him a feeling of security that he can 
contact a person with whom he feels at ease when- 
ever he needs reassurance or has any questions. 
The nurse should be cognizant of the fact that 
the elderly patient may become easily confused 
and momentarily disoriented by such things as 
changing even the location of his bed. One patient 
recently asked to be moved nearer a window, 
only four feet from his former location. When 
this was accomplished, he said to the nurse, “It 
seems all wrong. I can’t understand why I thought 
it would be more satisfactory to be near this win- 
dow. Do you think I’m losing my mind?” It is, 
therefore, important that the nurse stay with such 
a patient until he recovers from his momentary 
confusion and fear and to continue to observe 
and reassure him. 

The aged also lose their sense of time. It some- 


times becomes annoying to the nurse to be asked 
over and over again, “What time is it, nurse?” 
or “What day of the week is it?” I have found 
that giving these patients calendars with large 
numbers and getting the family to bring in an in- 
expensive clock is helpful in keeping them oriented 
and mentally stimulated. 

The need of the aged for social contacts and 
friendship is magnified. These people need some- 
one to talk with and to share both past experiences 
and current events. Their sense of belonging and 
emotional ties are threatened as familiar land- 
marks disappear, social customs change and old 
friends die. They suffer loss of social esteem by 
not being accepted by the younger generation. 
The young nurse is often surprised at the number 
of questions which an elderly person sometimes 
asks her about herself, her family, her studies, or 
her social contacts. She sometimes interprets this 
as an intrusion into her personal life, and asks, 
“How much shall I tell this patient?” She needs 
to understand that the elderly patient is trying to 
establish contact with someone. This is especially 
true when the patient does not have any living 
family members or friends. Yourg nurses who 
have had experience with grandparents or aged 
friends or neighbors usually understand this need 
for companionship, and they do not resent shar- 
ing little intimacies. The nurse should plan for 
activities which will help bring the elderly person 
into contact with other people, particularly those 
who have no family or friends. 

The aged need goals within their ability to 
achieve. The nurse should be realistic in setting 
goals for the aged and should not look for the 
sensational. The greatest sense of achievement 
will come to the nurse and other members of the 
health team, to the patient himself, and to his 
family when, after a number of weeks or months, 
a thin, shriveled, trembling hand reaches out for 
the first time to take a glass of water. 

At this point it seems appropriate to conclude 
with a remark recently made by one of the nurses: 
“We cannot afford to underestimate the impor- 
tance of little things in the case of geriatric pa- 
tients.” 


physicians are expected to attend. 


The American College of Obstetricians and Gynecologists will hold its eighth 
annual meeting at the Netherland Hilton Hotel, Cincinnati, April 3-6. About 2,000 
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AY I BEGIN this discussion of mental health 
M in the aging with a description of an indi- 
vidual whom I consider to be a mentally healthy 
older person. This man, now age 74, retired five 
years ago, when he was 69. Retirement was not 
mandatory; however, he thought it was time to 
take it easier and do a lot of things he wanted to 
‘do. Now, what has he done over these past five 
years? 

His: general health is good and, while he is 
active, he realizes that he should to some degree 
limit his physical exertion. For example: he no 
longer undertakes to remove all the snow from 
the sidewalk at one shoveling; instead, he com- 
pletes this in several operations. His interests in- 
clude gardening during the summer and wood- 
working during the winter months. There is always 
much reading to be done and, in addition, he has 
been delving into and writing a genealogy of his 
family, which he finds a fascinating pursuit. He is 
on various committees for the church and for the 
community. He maintains sufficient interest in 
his former business field to occasionally do con- 
sulting work for remuneration and has adjusted 
his finances so that, upon his death, his widow 
will not have investment problems. 

You may suspect that the person I have been 
describing is a fictitious ideal. At this point, I 
should tell you that the man of whom I have been 
speaking is not a product of fantasy—this man is 
my father! This account, with variations, would 
also portray the parents of a number of my 
friends and acquaintances. 

There are probably three main areas of ad- 
justments in the aging process, the first of which 
pertains to the physical health of the individual. 
While there may be physical infirmities, it is im- 
portant that the individual not be defeated by 
these, but that he adjust and function within the 
existing physical limitations. Other discussants 
on this panel have reviewed the physical prob- 
lems of the aging, so I shall not elaborate. 

Another area of adjustment concerns the in- 
dividual’s relationship with his family. Since 
he will be spending a great deal more time in his 
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home, friction may develop between him and his 
wife. It is to be hoped that he can develop the 
role of colleague and helpmate to his wife, as 
opposed to that of interloper and critic. If he 
has been able to accept the fact that his childrea 
are now adults themselves and have their own 
independent lives, he will not need to be the med- 
dlesome and authoritative “old man.” Instead, he 
will be a father to whom his children may turn 
for counseling or advice and whom they will visit 
because they want to, not because they feel it a 
duty. 

The third area of adjustment concerns the 
change in focus of productive activity. A man 
who has worked regularly may feel that there is 
nothing left for him to do that is creative and use- 
ful. This certainly is not necessarily true, for 
there can be many things available to the person 
who has throughout life maintained a variety of 
interests. Many people look forward to their re- 
tirement as a period when they finally have the 
time available to pursue their avocations. 

I realize that I have been describing the more 
positive aspects of the aging process. This is ap- 
propriate since the subject is mental health ; how- 
ever, I am sure you are aware of the many possi- 
bilities for maladjustment at this age. You might 
well raise the question: how does one attain such 
a satisfactory and comfortable adjustment? Some 
one has remarked that the individual achieves this 


.by preparing for it from childhood, on through 


the various stages of growth and development, to 
adulthood. This is to say that a healthy founda- 
tion facilitates the development into an integrated 
individual, who can thus utilize the assets avail- 
able arid not be frustrated or defeated by the vari- 
ous problems in everyday living. This person will 
enjoy continued mental health during the later 
years of his life. 

We know that because of personality problems 
which may interfere with life adjustment, the in- 
dividual may not have the ability to enjoy a 
healthy old age. Certainly, though, there are meas- 
ures which can help the aging adapt to their 
problems. These would include public education 
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or counseling by physicians, clergy, or community 
workers. Our conference today serves as a means 
of pointing up the many factors to be considered 
in the aging process. 


In summary, a mentally healthy old age should 
be based on the concept of retiring not from but 
to a life which offers many satisfactions. 


Health Insurance For The Aging 
Denwood Kelly 


Assistant Director, Maryland Medical Service, Inc. 


noon, I thought perhaps the best way to 
approach it would be to review with you brief- 
iy the major problems that insurers, be they 
commercial insurance companies or the com- 
munity sponsored Blue Cross-Blue Shield plans, 
-xperience in trying to insure against the medical 
expenses of the aged and to review with you the 
existing types of coverage I know about, with, as 
‘ar as is possible, a factual critique of each one. 
This will not take long because there are not too 
many types of insurance of this nature. 

The primary problem we all have in trying to 
provide coverage against medical expenses by the 
older people is simply one of heavy utilization. I 
know you have all heard figures such as this be- 
fore, but perhaps a little repetition will do no 
harm, As an example, among all our Blue Cross 
subscribers, regardless of age, about 116 per 
thousand were hospitalized in 1957. These people 
stayed an average of about eight days per admis- 
sion. Those people who were 65 or over not only 
entered the hospital substantially more frequently, 
they were admitted at the rate of about 164 per 
thousand, and when they went in, they stayed 
nearly twice as long. This is true all over the coun- 
try and presents a great problem to us simply be- 
cause it means the premium which an insurer 
must charge to provide this care, unless it can be 
subsidized in some way or reduced by a “‘spread- 
ing of risk,” is enormously high. 

Another problem is this: granting that we 
can (and we in Blue Cross-Blue Shield try to) 
underwrite the coverage of these people at no 
greater premium than you and I pay, there is the 
very real difficulty of getting enough of these older 
people to purchase this type of insurance. It is now 
fairly expensive for any of us to carry a good level 
of coverage. As we all know, most of our older 
people live on considerably reduced incomes. Many 


Wow I considered this subject this after- 
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of them will stretch these incomes and continue to 
maintain coverage which they have had, but there 
are as many who either think they cannot carry 
insurance or actually cannot. They fall into the 
area of what we call the medically indigent. I 
further break that down to the “fancied medically 
indigent” and the “actual medically indigent.” In 
addition to those, we have substantially large 
numbers of older people who are indigent without 
qualification and who we know cannot prepay any 
of the cost of medical care, 

Let me review briefly what is now available, as 
far as I know. Undoubtedly I will miss some- 
thing, because new commercial policies are being 
developed and advertised almost as rapidly as the 
drugs my predecessor with the Pharmaceutical 
Association mentioned. We are reading quite a 
bit in the press about paid-up-at-65 or reduced- 
premium-at-65 type of insurance. This is generally 
offered by commercial insurance companies and 
involves the payment of heavier premiums dur- 
ing the earlier years of a person’s life, thus cre- 
ating a reserve fund which can be drawn upon 
when he attains a certain age, 65 generally being 
the base. For a paid-up-at-65 type, it means, 
simply, that at 65 there are no more premiums, 
and the coverage which he has been purchasing 
remains in force for the remainder of his life. For 
reduced-premium-at-65, it means exactly what it 
says: the premium level is reduced by one-third 
or one-half, as the case may be. 

Both of these have a serious common weakness 
involving the impossibility of computing with any 
degree of accuracy precisely how much medical 
care is going to cost 10 or 15 years from now. 
To fund such a plan as this you have to pay your 
higher premiums for at least 10 to 15 years to 
create the reserve I mentioned. This is particularly 
difficult in a service-type plan, such as Blue Cross, 
which provides complete hospital care if certain 
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basic accommodations are occupied, regardless of 
the hospital cost or billing. 

We all know from reading the papers and from 
personal experience the difficulty of keeping 
abreast of rising medical costs. We think that it is 
an impossibility to compute a rate which will 
guarantee a reserve sufficient to finance the care 
of aging people on a service basis in later years. 
Insurance companies with the typical approach 
of indemnity can get around this to a great 
degree because they do not have to increase the 
benefits they will pay. But then, the patient will 
be in a difficult situation because, although he may 
get the same benefits, they will become increas- 
ingly inadequate as medical costs rise. This is the 
“hooker,” and it’s one I do not know the way 
around, 

We have all recently seen advertisements in the 
press on “Senior Citizens” or “65 Plus” insur- 
ance. This is typical commercial insurance—and 
when I say “typical,” it is not in a disparaging 
sense at all—which has been extended to older 
people generally at an increased premium. It is the 
basic commercial contract which involves so many 
dollars a day (eight or ten or 12, as the case may 
be) toward the cost of room and board, multiplied 
by ten, 15 or 20 times (generally about ten times 
for this class of risk) for the cost of all other an- 
cillary care for approximately a 30-day stay in 
the hospital, coupled with medical/surgical pro- 
tection with a top surgical fee of about $200, De- 
pending on which company is underwriting this, 
the cost varies from $6.50 to $8.50 per month per 
person, which is not cheap. When you apply this 
premium, which these companies must charge if 
they are to write this type of coverage on even a 


break-even basis, against the very limited bene- - 


fits which it will provide, it becomes rather un- 
attractive to any older person who has to count 
his pennies to any extent. As I said before, there 
is nothing wrong with this type of insurance at 
all except that the coverage is not as broad as it 
should be to do a really effective job for the aged. 

Although it is not an insurance plan, I think 
I should mention one other which is often con- 
fused with Blue Cross. In the State of Colorado 
in the last year or so, there has been a state sub- 
sidized plan which is extended to all people in 
the state who are eligible for the state pension 
program. Colorado has a liberal pension program, 
which is entirely tax supported, so that all people 


136 


in that state who have reached a specific age and 
who meet certain residency requirements, are en- 
titled to a pension. By legislative action the state 
extended to these people medical and hospitaliza- 
tion protection at state expense. The state ran 
into difficulty in administering it; working with 
50 or 60 hospitals plus many hundreds of doctors 
is not easy. I can attest from experience it is rather 
time consuming. They approached the Blue Cross- 
Blue Shield Plans in the state on the idea of ad- 
ministering the program, which they agreed to do. 
This is done like the Medicare Program, with 
which I know all the doctors and most hospital 
people are familiar. It simply means that the hos- 
pitals and doctors send the bills for their services 
to the Blue Cross-Blue Shield Plans in Colorady. 
They pay the bills and are, in turn, repaid in full, 
plus the administrative cost, by the state from tax 
supported funds, There is no element of risk and 
no element of insurance at all. It’s like socialized 
medicine at state level. This is how they have 
elected to solve this problem in Colorado. 

As far as present Blue Cross-Blue Shield prac- 
tices are concerned, there are two areas to dis- 
cuss. First, there is what is now in effect, broadly 
speaking, not only for this state but nationwide, 
and second, a plan which is currently under in- 
vestigation for, ~we hope, the near future. His- 
torically, Blue Cross-Blue Shield plans have made 
it their practice not only to permit, but to en- 
courage older people to retain their Blue Cross- 
Blue Shield protection when they retire or when 
they reach the age of 65. In the past this has not 
been the general practice in commercial insurance 
because it realizes that it is at this point the risk 
increases so extensively. 


However, again, the big problem is the ability 
of the patient to pay his premium. We feel there 
is one good approach to this which has been 
neglected by the commercial elements of the com- 
munity, I don’t mean insurance; I mean people 
engaged in commerce of all types who employ 
other people. As you know, there has been a heavy 
tendency in the last ten years for employers to 
participate in the cost of health insurance as well 
as retirement, disability, etc., for their employees. 
Most large employers have a well defined health 
and welfare program. Much of it is union nego- 
tiated, but there are also many businesses where 
there are no unions which have such programs. 
In every way we can we encourage these em- 
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ployers to think of their retirees or their potential 
retirees when they set up these plans or when 
they review them. Certainly it makes sense that 
if an employer is going to pay all or part of the 
cost of health insurance, life insurance, and re- 
tirement benefits for his employees, he should not 
stop thinking of their health needs when they re- 
tire. All Blue Cross and Blue Shield plans of which 
| know encourage the continuation of coverage 
ior these people when they retire. And if a formal 
retirement program is in effect which will permit 
‘ne centralized collection of premiums, lower 
croup rates can be arranged. 


Many of the commercial insurance companies 
prefer to reduce the level of coverage upon retire- 
ment if they can, but they can be approached on 
‘ie subject of maintaining an acceptable level of 
overage. Therefore I make this recommendation 
1) you folks who have contacts with employers 
+, your communities: whenever you have the 
chance, encourage them to always think of their 
potential retirees and not just their active present 
employees. There is fertile ground here for all of 
us to work on. We at Blue Cross-Blue Shield are 
pushing it just as hard as we can, 


There immediately arises the question of the 
people who are now 65 and who have no coverage. 
Are they able to buy it? I mentioned the “Over- 
65” policies of the commercial companies. Blue 
Cross-Blue Shield plans generally have not ac- 
cepted the enrollment applications of people who 
are over 65, except through groups. There is, how- 
ever, a considerable amount of experimentation 
on this phase of coverage going on in various areas 
of the country, leading toward the unlimited en- 
rollment of older people. Blue Cross-Blue Shield 
largely work on a community rated basis, which 
means simply that similar categories of people in 
the community pay the same rate. To encourage or 
permit older people to enroll, with their heavier 
utilization, simply means that you and I, as 
younger members of the community, are going to 
have to pay within our premium structure a cer- 
tain amount which is currently being applied to 
the care of the older people, I don’t think this is 
wrong, either, because we are also going to be 
older some day and the younger people who are 
coming along will, in turn, be partially supporting 
our heavier utilization of health care. 


Recently the American Medical Association 
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proposed that physicians cooperate in developing 
voluntary prepaid protection for the aged by ac- 
cepting a discounted or a reduced professional fee, 
so that Blue Shield could underwrite such a pro- 
gram at a premium cost which more people would 
be both able and willing to bear. We are explor- 
ing this quite actively with the Medical Society 
here in Maryland. I cannot talk about it more 
explicitly because it is in strictly an exploratory 
stage, but this has possibilities as far as the medi- 
cal profession and its side of the health care 
picture is concerned. 


The problem is considerably more difficult for 
hospital care because its cost is normally computed 
on a per diem basis, and it is doubtful whether 
hospitals could or would accept a lower level of 
reimbursement for care merely because a person 
has reached a certain age. 


Whatever program is developed, it could only 
apply to those people who are able and willing to 
pay or have someone who will pay for them the 
premium cost which would be necessary. 


One thing which I have not touched on is the 
so-called major medical insurance which we all 
hear so much about. It is this type of insurance 
which theoretically should do most of what we 
here today think should be done because it extends 
into the area of long term illness, It frequently 
covers some of the cost of nursing home care, 
visiting nurse care, doctors’ office or home visits. 
However, to my knowledge, this type of coverage 
is not readily available to older people, even if they 
can afford it. 


There are many employers who have purchased 
this type of coverage for their employees, but, 
broadly speaking, it ceases when an employee re- 
tires, so it really is not a factor, Also the insur- 
ance company’s experience with this type of 
coverage has been extremely poor. It has been 
fantastically expensive, and they have had to in- 
crease premiums heavily, Many employers are be- 
coming dissatisfied with it simply because it is so 
expensive to carry. 


In the final analysis, what we really get down 
to is a repetition of what I said before—cost. By 
working cut certain economies and with the co- 
operation of everyone concerned, I think we can 
develop some useful approaches to the problem, 
but it is going to be a difficult task for us all. 
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DUCATION USUALLY CONCERNS itself with 
EK youth and their problems. During the past 
25 years there has been phenomenal growth in 
adult education and its companion services, as well 
as a substantial increase in the support of non- 
public adult education programs that serve the 
needs of youth and adults of all ages and back- 
grounds. 

The history of adult education in Maryland is 
evidence of its importance in the development of 
industry, business, agriculture, and homemaking. 
Before the close of the nineteenth century, vo- 
cational evening courses were added to the “second 
chance” and secondary school subjects in Balti- 
more City, and in 1883 a bill was passed in the 
legislature providing for night schools in the min- 
ing sections of Allegany County to give instruc- 
tion in reading, writing, arithmetic, and such 
subjects as were deemed necessary for the develop- 
ment of productive citizens. 

The purpose of all education is to develop and 
improve the individual and to perpetuate and im- 
prove our society. Chronological age no longer is 
considered a valid measurement for job com- 
petence or ability to learn. Age may produce physi- 
cal limitations, but these limitations are usually 
offset by the advantages of maturity, experience, 
and judgment. 

Adult and vocational education have long been 
associated with the general welfare and the na- 
tional defense of our country. During the five-. 
year period from July, 1940, to June, 1945, the 
public schools of Maryland trained over 200,000 
men and women for defense war production em- 
ployment. All programs at all levels and all types 
produced better trained workers whose increased 
efficiency has been translated into economical pro- 
duction and a higher standard of living for our 
nation. 

The educational needs of the worker have 
usually been considered when programs in adult 
education have been planned. The program of 
adult education in Maryland has developed in con- 
formity with federal, state, and local regulations. 
I refer to regulations for use of state and local per- 
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sonnel in administration, supe:vision, and instruc- 
tion of programs for vocational advancement anc 
supported in total or in part by state and federa’ 
vocational funds. 


I mentioned financial support, which is impor- 
tant when you speak of any phase of education or 
services related thereto. Our programs in voca- 
tional education at present are limited to adult 
education items in school budgets and the support 
given by state and federal vocational education 
funds. 

Adult education is a planned instructional pro- 
gram on a part-time basis for individuals who are 


not enrolled in a full-time school. I am speaking. 


ot adult education as it is now carried on under 
the supervision and administration of public school 
authorities, where the schools and classes are 
designated as less than college grade. 

At the present time 50,000 individuals are on 
adult education class rolls, I presume the total en- 
rollment in adult education programs sponsored 
and administered by other agencies will equal or 
exceed that number. It is estimated one out of 
every seven of our adult population is engaged in 
some type of adult education. 

There are a few things that you might be in- 
terested in knowing about this program. We in 
adult education are working all around the prob- 
lem of today’s conference but not too much with 
it. The average age of the enrollee is about 28 and 
the age range varies from 16 to 67. Approximately 
75 per cent of the students enrolled in adult edu- 
cation classes are between 21 and 45. Most of the 
enrollees are adults who are employed, and they 
are participating in this program for purposes of 
developing new skills, knowledge, or understand- 
ing which will help them in increasing their pro- 
duction capacity or gaining promotion, and in 
some instances refresher or conversion training 
for entrance into a new or related occupation. Most 
of the enrollees have completed high school. The 
needs appear to be similar in all areas of the state, 
and the mere fact that one area does not have an 
adult education program as large or as compre- 
hensive as another does not mean there is no need 
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for such education in that area. Many times pro- 
grams fail to develop because of local interest and 
motivation, and it is necessary for men and 
women to attend class as well as register for a 
class. 

This morning I received a bit of information 
that is interesting. It is concerned with our popu- 
lation spread. Thirty per cent are over 45 years 
of age. Thirty per cent under 15, and the remain- 
ing 40 per cent between 15 and 45, 

In some areas of employment, a person is re- 
garded as an “older worker” and about ready for 
retirement at 50, At the other end of the scale, 
youth cannot enter employment until they have 
reached their eighteenth birthday, and in many 
jobs in industry the work span of the individual 
is approximately 25 years. At 50 the worker needs 
a new job, one requiring less physical effort prob- 
ably, but in our changing scientific and technologi- 
cal society he needs guidance and training at ap- 
proximately the same level as the beginning work- 
er of 18. 

During the past hundred years, our life span 
has increased by 25 years, from 40 to 65. During 
the same period the median has doubled from 18 
to 36. As far as we know, there is no reason why 
an individual in his middle or late fifties should 
hesitate about acquiring new skills or entrance 
into a new occupation or to transfer to an occu- 
pation where his present skills can be utilized in a 
new area of work, We know these older persons 
have many abilities and attributes which can be 
used in today’s industry. In the early forties, dur- 
ing the war training program, it was necessary to 
search out these older citizens and use them as 
teachers, foremen, and supervisors, as well as 
craftsmen. Some had been retired for many years, 
but they had skills and understandings and judg- 
ment that were at a premium. We used them then, 
and I think we can use them now as teachers, as 
leaders, and as advisers in this project of educa- 
tional opportunities for the aging. The greatest 
need at present in the development of such a pro- 
gram is an operational plan which has the support 
of the public. 

Money is neither the answer nor the final solu- 
tion to all educational problems, but it helps some 
in getting from where you are to where you would 
like to be. Facilities are available for use in most 
counties, and the schools have shops, classrooms, 
laboratories, books, and guidance service. They 
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can give technical assistance to the development of 
programs and assist in the training of retired in- 
dividuals for new types of employment, and some 
of the unemployed for self-employment, 

A number of states in the North Atlantic re- 
gion have operated a craft league. Most of the 
production of craft articles is done by older citi- 
zens, and the league serves as an organization to 
take orders, schedule production, and provide mer- 
chandising outlets for the products. I believe a 
number of handicapped persons are also working 
in this program. The programs have provided 
many individuals with employment on a part-time 
basis and given them a means of livelihood that 
contributes significantly to their independence. 

There is another phase of service I should like 
to mention which ties in with this program, and 
it is One we are moving into gradually, Practical 
nurse education has operated as an adult program 
in several centers for a number of years, but we 
are now attempting to offer it in the senior high 
school. When I am speaking of practical nurse 
education, I refer specifically to the “licensed” 
practical nurse. Changing patterns in nursing al- 
low for the utilization of practical nurse personnel 
with less complex training than that required for 
the registered professional nurse. As advances are 
made in the treatment of disease, a greater portion 
of patients fall into the mildly ill or chronic con- 
valescent categories, which are areas in which the 
practical nurse functions best. Consequently many 
of our communities feel a greater need for this 
type of worker, and education programs of train- 
ing for practical nurses have been increasing 
rapidly throughout the nation. 

First it was felt that nursing was reserved for 
the more mature individual. It has been discovered, 
however, that selected high school students, if 
properly supervised, become effective practical 
nurses. Their youth and enthusiasm can be assets 
if developed and directed by adequate instruction 
and guidance. Sometimes it is a little difficult to 
get a new educational idea or curriculum accepted, 
and consequently the program is slow in expand- 
ing in this state. Mergenthaler Vocational Techni- 
cal High School, in Baltimore City, now has on 
roll two groups of high school students in the 
practical nurse education curriculum, and next 
September we hope to start programs in two other 
cities in the state. 

During May and June of 1958, we conducted 
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a study concerning the need for practical nurse 
education and the use of this service in Maryland. 
Many of you may be interested in the results of 
that study. If you wish a copy of this study, please 
write me and I shall be glad to send one to you. 

In implementing the study, questionnaires were 
sent to the nursing, convalescent and care homes, 
general hospitals and special hospitals licensed by 
the Maryland State Department of Health, and to 
hospitals supported by the military and federal 
government located in Maryland, The list of in- 
stitutions was obtained from the directory of li- 
censed nursing, convalescent and care homes, acute 
general hospitals, and special hospitals published 
by the Maryland State Department of Health, Di- 
vision of Hospital Services, on July 24, 1957, and 
the list of hosiptals in the August 1, 1956, issue 
of the Journal of the American Hospital Associa- 
tion. 

A different type of questionnaire was sent to a 
ten per cent sample of the 2,189 licensed practical 
nurses registered in the State of Maryland. The 
sample was determined by selecting every tenth 
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name from the list of licensed practical nurses cur- 
rently recorded by the State Board of Nurse Ex- 
aminers of Maryland. There was no attempt made 
to identify the respondents or to group them ac- 
cording to geographic location. 


A personal follow-up call was made by a pro- 
fessional nurse consultant and a representative of 
the Vocational Division of this department to 21 
hospitals and institutions outside of the City of 
Baltimore, The purpose of the visit was to assist in 
filling out the questionnaire as well as to get a 
“feel” of the climate of acceptance of practical 
nurses. 


In conclusion, I want to assure you of our 
wholehearted cooperation and support in the de- 
velopment of educational programs and services 
for our senior citizens. In adult education, the 
social significance and consequences accompany 
individual development because we are working 
with persons who, because of their maturity, ac- 
cept the responsibility for the direction and man- 
agement of our society, 


Committee on Employment and Economic Problems of the Aging, Maryland State 


F WE ARE TO DEVELOP employment opportuni- 
I ties for the aging, I think we will first have 
to face up to the objections which older workers 
meet when they are seeking employment. Much. 
of what I have to say will be devoted to these 
objections and to ways of answering them. 

To begin with, when we talk about older work- 
ers, we will have to lower our sights a little. We 
generally think of an older person as someone 65, 
70, or even 75. When we speak of older people 
in connection with employment, we must have an 
entirely different concept, because a person be- 
comes an older worker when he is 35 or 45. So 
we have developed this definition of an older 
worker: an individual who, because of his age, 
experiences difficulty in finding employment. Un- 
der this concept there is no set chronological age 
that can be used to define an older worker; it’s 
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the age at which a person has trouble in getting 
a job. 

The difficulty which so-called older workers 
face in getting a job arises from many things. 
First, I think that as a nation we have a pre- 
conceived notion that age is an index of ability 
to perform a job satisfactorily. This probably 
derives from an overemphasis on the value of 
youth, with too little consideration of the advan- 
tages of age, many of which youth lacks. We are 
a youth minded country, and until we change that 
concept, I think we will continue to experience 
difficulty in getting older people jobs. By older 
people I mean women 35 and men 40 or 45. As 
a matter of fact, there is no known relationship 
between chronological age and work capacity that 
would apply to all jobs without discrimination. 

Several weeks ago a 51-year-old man came into 
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my office looking for employment. He was ex- 
tremely active and alert, both physically and men- 
tally, and had had a long period of regular em- 
ployment. He was a certified welder and an ex- 
perienced truck body builder. As it happened, we 
had job openings in the office for which he was 
well qualified. One job in particular required a 
man who was 35 with exactly this man’s back- 
¢round. I talked to the employer and he said “no.” 
| could not talk him into it. Here was good experi- 
ence and good talent being wasted at the expense 
of the taxpayers, because this man, being out of 
work, was drawing unemployment insurance. 

We hear many objections to the hiring of older 
workers. It is said that the older worker cannot 
‘neet production standards or the physical require- 
ments of the job. Certainly no worker, be he 
‘oung or old or middle aged, can meet the physical 
requirements of every job. Every job must be 
natched to the physical capacities of each individ- 
ual, irrespective of his age. 


One of the speakers this morning said some- 
ihing about not being able to teach an old dog 
new tricks. This is another way of saying that 
older people are inflexible, a frequently heard 
objection. Exhaustive studies have proved that 
older people possess desirable worker traits: they 
are more stable on the job, they waste less time, 
they have less absenteeism, and I might interpose 
here, as Mr. Kelly pointed out, an older worker 
doesn’t get sick quite as frequently as a young 
worker. However, when he does get sick he may 
stay sick a longer time. An older worker has a 
greater sense of responsibility; he has a greater 
loyalty to his employer ; he has good work habits 
—in fact, his work habits are just as good as, 
frequently better than, those of a younger worker. 
He has less need for supervision and fewer dis- 
tractions from the outside and he has a greater 
degree of maturity and experience. 


There are two objections which I would like to 
treat here separately. First is the objection that 
the hiring of older workers makes the costs of 
pensions prohibitive. Incidentally, this objection is 
sometimes raised by an employer who doesn’t even 
have a pension plan. Many studies have been made 
on this objection, and it is a difficult one to meet 
because there are literally hundreds of pension 
plans, and almost every employer’s pension plan 
is different from the next. According to the opin- 
ions we have been able to gather so far, there is 
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little if any truth in the objection that the hiring 
of older workers increases pension costs. Actually 
it would increase them if all the workers who were 
hired were over 55 or 60, but assuming that an 
employer hires a fair number of older workers 
in proportion to the number of older people in 
the population, it is generally felt that there would 
be little, if any, increase in cost. 


The second great objection that I would like to 
discuss may be phrased thus: “If we hire older 
workers, what is going to happen to our young 
people coming out of school ; there will be no op- 
portunities for them.” To answer this, I would 
like to cite a few simple statistics. The value of 
our gross national product in 1955, that is, the 
total of all the goods and services produced in 
this country, was 391 billion dollars. Assuming 
that we maintain our present standards of living, 
it is estimated that our gross national product in 
1965 will be valued at 560 billion dollars. In order 
to turn out a gross national product of this magni- 
tude, we will need to employ approximately 10 
million more people than were employed in 1955. 

In what age groups will these people be? In 
age group 14-24 there will be 2.7 million men and 
1.8 million women. In the age group 25-44 there 
will be an increase of 1 million of women. In the 
age group 45 and up there will be an increase of 
2.3 million men and 2.6 million women. On the 
basis of these figures, you can see that out of the 
total 10 million people needed, 4.9 million will be 
45 years of age or over. Obviously, the employ- 
ment of these 4.9 million older workers will not 
affect the job opportunities for the younger 
groups, for according to the estimates we will not 
be able to produce the anticipated gross national 
product unless we hire both the young and the old. 
Just in passing, I might say that this will also 
mean a greater utilization of women in the work 
force. Before concluding I would like to leave with 
you one thought which includes but does not limit 
itself to older workers: the need in Baltimore for 
a Senior Center or a Senior Citizens’ Center or an 
Aging Center, call it what you will, some place 
where older workers can receive free counseling 
services. 

Now, what is the best overall method of over- 
coming the objections that I have mentioned and 
doing away with discrimination against older 
workers? Although I know Dr. Seidel doesn’t 
agree with me, I think we should overcome them 
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largely through an educational process. Some 
states have attempted to overcome them through 
legislation, but I personally don’t think you can 
legislate social change. The current legislature has 
passed and the Governor has signed into law a bill 
which creates a Governor’s Commission on Aging. 
I believe that one of the biggest values of such a 
commission will be first: the coordination of all 
efforts which are directed toward the problems of 


aging, and second: the education of the general 
public to an awareness of these problems. As this 
awareness develops in the public generally and 
in employers particularly, I believe they will begin 
to see the unreasonableness of present practices 
and will give their full suport to the principle that 
a man’s ability, not his birthday, determines his 
capacity for job performance. 


Social Problems of the Aging 


Maxie P. Howlett 
Chief of Division of Standards for Local Services, State Department of Public Welfare 


HEN I SAW THE TOPIC, “Problems of the 
Aging,” I realized I could just take my 
own problems and talk about them. The first part 
I am covering is Social Problems of the Aging, 
and in a way, all of the things we have talked about 
today have involved social problems. As I see it, the 
question is: what are the problems of living with 
other human beings and with the institutions that 
exist within a community, problems which arise 
for the first time or become more acute because of 
getting older? 

Philosophically, I think we’d agree with the 
philosophers through the ages who have pointed 
out that personalities differ just as much among 
older persons as they do among persons in any 
other age group. We are sometimes inclined to 
forget this when we talk about the common prob- 
lems which exist for a particular age group. 

Max Lerner, in his book “America as Civiliza- 
tion,” points out some of the peculiar aspects of 
American culture, and I think it is important to look 
at those as we think of social problems: “. . . the 
great values of American culture are all associ- 
ated,” he says, “with the power and pulsing of 
life.” We prize get-up-and-go and avoid “dwelling 
on death or even coming to terms with it.” He 
points out that the difficult years in the American 
culture are the “middle years.” We make a cult of 
youth and we provide almost no emotional outlet 
for grief over death as we do for celebrations of 
birth or marriage. Although grief can come to the 
younger person, it comes more often to the older 
person. If you think about it, grief is just as in- 
evitable and useful an emotion as other emotions, 
such as happiness. 


142 


If we look honestly at this American culture, 
we see it does not value old age in the same way 
that it values energy and youth and that the key 
problem of aging in our culture is loneliness. The 
person must meet the loss of physical attractive- 
ness, of life partners and of friends, of status, of 
useful and respected family and cultural roles, and 
finally becomes, to again quote Mr. Lerner, “im- 
prisoned in a body which is a shell of the earlier 
self.” 

More specifically in terms of our social problems, 
we see the aspects of this loneliness and its frustra- 
tions (because loneliness itself, not necessarily 
being alone, is frustrating) : the death of a spouse 
and friends, so that the older a person gets, the 
fewer are his associations with those who have 
been close to him in either marital or other relation- 
ships ; the loss of employment and reduced income 
through retirement; the narrowing of social con- 
tacts which comes not only through the loss of 
dear ones, but also through more restrictions in 
getting around, from the standpoint of money and 
limitation on physical activity ; and often the need 
for new living arrangements and meeting strange 
people. 

I see four factors to keep in mind as we approach 
these problems from any of our various responsi- 
bilities. First, getting back to the philosophical base, 
let’s always treat the person as an individual, seeing 
what it means to the individual rather than just 
seeing it as a common problem with the same mean- 
ing to all. 

Second, we need to have concern for the other 
persons involved, recognizing that they also have 
value. As important as vested interest in a group 
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may be to gain solutions to its problems, it often 
creates the difficulty of our seeing every other per- 
son in family or in community as devoting his life 
to accomplishing what we want for this one person 
—in this situation the older person. Although 
we still keep the focus of concern for that in- 
dividual, we will not accomplish what is satis- 
factory to him unless we take into account the fact 
that the other people involved also have value and 
have their lives to live and need to be considered in 
any kind of planning that is done. 


Third, there is the importance of self care for 
those who will not be able to earn again. In our 
great concern for continuing ability to work and 
earn, we may overlook the human values gained 
through rehabilitation by which a person may be 
able to care for his own personal needs. 

My fourth point is that leisure time activities 
should provide opportunity for participation and 
not just observation. 

Now I’m going to move to the question which 
Mr. Waxter was to discuss. 


How Do People With Fixed Incomes Manage In Periods of Inflation? 
Thomas J. S. Waxter 


Presented by Miss Howlett 


I think it is obvious that the problem is how to 
meet expenses. Now there is provided old age and 
survivors insurance for many people 65 and over. 
The Welfare Department, which I represent, ad- 
ininisters a program of old age assistance for those 
persons who are 65 and over and who do not have 
sufficient resources to maintain themselves. 

The picture over the past 18 years is one of a 
declining number receiving old age assistance. In 
June 1940, 150 out of every thousand persons 65 
and over in Maryland received old age assistance. 
In June 1958, 49 out of each thousand received 
old age assistance. This has been a steadily de- 
creasing load, contrary to some of the other 
categories. I think last October there began a 
reversal of that trend, partly due to the present 
economic situation, both inflation and unemploy- 
ment ; at the same time it represents a considerable 
drop in 20 years. 

In February 1958, 557 persons per one thousand 
population 65 and over in Maryland received old 
age and survivors insurance, compared with 49 
receiving old age assistance. About 20 per cent of 
persons receiving old age assistance received it to 
supplement old age and survivors insurance. The 
minimum OASI benefit of $30 has recently been 
increased. The person who has no other source of 
income often has to have old age assistance to sup- 
plement the smaller benefit. 

In January 1959, there were 9,760 persons in 
Maryland receiving old age assistance, 4,772 of 
those in the counties and 4,988 in Baltimore City, 

The economic problems are obvious for older 
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persons having to live on a much more limited in- 
come than before. One of the big problems for this 
group is medical care, as pointed out by the gentle- 
man who asked the question about meeting the cost 
of catastrophic illness. I don’t know the answer but 
agree it is a real problem. In Maryland a person 
who gets public assistance does have medical care 
under the state medical care program, and the state 
makes appropriations to meet in part the cost of 
hospital care for those persons as well as for the 
group called medically indigent. For the person not 
on assistance who is living on old age and survivors 
insurance benefit or other types of savings, it’s 
the unusual cost, the medical cost which he hopes 
not to have, that creates problem. As you know, 
there has been, and still is being considered federal 
legislation that proposes to provide insurance 
against the costs of hospital, nursing home, and 
surgical services for persons receiving social 
security benefits. 


FIFTY YEAR CLUB 


Dr. J. H. McCurry, of Cash, Arkansas, 
advises that he has the approval of the 
American Medical Association to organize 
a Fifty Year Club within the AMA. Dr. 
McCurry is anxious to hear from physicians 
who have been in practice fifty years or 
more and desire to become members of 
this club. Respondents should include their 
name and a complete address. 

The first meeting is to be held in Wash- 
ington, D. C., at the Clinical meeting No- 
vember 29 to December 2, 1960. 
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Vocational Rehabilitation for the Aged 


Lionel Burgess 


.. REHABILITATION is an educational 
program adapted to fit the requirements of 
disabled citizens of working age who have em- 
ployment handicaps as a result of their disable- 
ment. Counseling, testing, vocational training and 
placement constitute the major services offered ; 
however, since only disabled persons are eligible, 
medicine plays an important role by providing 
physical and mental evaluations in all cases and 
certain types of treatment- or hospitalization for 
some whose reasonable rehabilitation potential 
cannot be attained otherwise. Artificial limbs, 
hearing aids, special glasses, braces, and other 
prosthetic appliances are included as rehabilitation 
services where they are found necessary for suc- 
cessful placement of eligible clients, as are mainte- 
nance, transportation, occupational tools, licenses, 
and equipment. 

Medical advice is followed implicitly in all 
physical restoration services; 1.e., hospitalization, 
treatment, and the provision of prosthetic appli- 
ances. 

The rehabilitation process begins when a dis- 
abled person applies to the rehabilitation office 
for assistance in becoming adjusted in a satis- 
factory job. He is assigned to a counselor and, 
from that point on, the two work as a team until 
the utlimate goal of successful employment is 
achieved. The aim, of course, is to develop, pre- 
serve, or restore this disabled person’s ability to 


perform useful work; and the services to be pro- " 


vided consist of any or all of those needed by this 
particular individual. 

Eligibility for vocational rehabilitation services 
is based on: (1) the presence of a physical or 
mental disability resulting in functional limita- 
tions or limitations in activities ; (2) the existence 
of a substantial handicap to employment as a re- 
sult of such limitations; and (3) a reasonable 
expectation that the provision of vocational re- 
habilitation services may render the disabled per- 
son fit to engage in a remunerative occupation. 
Such occupation may be in competitive employ- 
ment, in a sheltered workshop, in self employ- 
ment, or as a family worker. 
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That describes to you a little bit what the proc 
ess of rehabilitation is and the work of our vari 
ous counselors throughout the State of Maryland. 
Now, to tell you a little bit about the overall pic 
ture, last year we had a case load of 8,373 persons. 
We rehabilitated 1,188 out of that group anc 
rendered services to about 5,015. Now, strange a: 
it may seem, we rehabilitated 204 persons 51 years 
of age and over, as compared with 115 in 1951, 
and since 1951, we have rehabilitated a total of 
more than one thousand persons each year. This 
means that each one of our counselors is dealing 
with over 200 of these people. 

Yesterday I went through our rehabilitations 
for the last year and found that out of that group 
of 1,188, we did rehabilitate 21 persons over 65 
years of age. Now, I’m not suggesting we are 
doing a fine, bang-up job, but I am saying that 
for a number of .years, whenever we have been 
able to secure employment for an individual, it 
has been a person with a disability. We have 
declared him eligible to work and we seek the aid 
of an employment service. Sometimes they secure 
employment for these people, and sometimes our 
counselors have to go out and peddle these people 
in the small shops, in small stores, and out on 
farms, to find them jobs, because many of these 
people do not have any social security benefits. 
They are in that segment of people, 65 years 
and over, who have no income except what they 
receive from their families. It is imperative and 
they have sufficient motivation to want to go to 
work and thus seek our services. 

I’d like to tell you a little about some of the 
problems that we are considering, not only in 
Maryland, but throughout the nation. This same 
service is in existence in the whole United States, 
not just in Maryland. 

At present there is an informal study being 
made, an attempt to learn from the experiences 
of the people who are dealing with this problem 
of rehabilitating persons in the older age group. 
Through the questionnaire, replies are coming in 
to these questions. These are not scientific studies ; 
they are merely expressions of experience by the 
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people who in three different states are trying to 
work with these people. They say the chief prob- 
lems are lack of responsiveness on the part of 
older workers, defeatism, employer resistance to 
the hiring of an older age group, multiple disa- 
bilities, lack of resources to help tide over the 
period of preparation for work, and poor educa- 
tion, averaging about eighth grade. 

Remember that in this group, particularly the 
cider disabled group of people, largely, that come 
‘0 us, are persons with poor preparation, who have 
jad to depend upon labor and semiskilled work. 
here are different segments ; those in the chronic 
‘isease hospitals, those in nursing homes, and I 
<on’t know whether anybody mentioned tubercu- 
losis sanatoria, or not. There are different agencies 
‘aking care of different groups of people, and 
‘ve just happen to be one which is taking care, 
or trying to take care, of some of those who de- 
-ire to go to work. Once in a while Dr. McCallum 
vill refer to us a person in his chronic disease 
iospital. I don’t know whether or not we ever 
vehabilitated anybody over 65 years of age that 
ne referred to us, but we did take some out of 
that institution. We take them out of mental in- 
stitutions, out of the tuberculosis hospitals and 
rehabilitate some. I recall from looking over re- 
ports yesterday, we did rehabilitate one TB pa- 
tient who was over 65 years of age. 

Now I have outlined for you some of the prob- 
lems. Then they ask in the questionnaire: are 
there areas which you found more important for 
exploration in evaluating the potential of the older 
clients? These are the responses we got, from 
the three states: small shops, service occupations, 
attitude toward disability, just like the young 
worker, better assessment of their judgment, 
knowledge and experience, chronological age after 
physiological age, better physical evaluation, 
identified characteristics which have implications 
in minimizing age changes, motivation, and ex- 
piaining job opportunities for unskilled workers. 
There is another questionnaire which I’m not 
going to read, because the responses treat the 
same items in a different relationship. This par- 
ticular one in evaluating the rehabilitation po- 
tential in the older worker: how much weight do 


you assign to the following factors? Then they 
set up these factors which I will read to you and 
indicate by the people who are responding from 
high, by setting a value of 1 going down to a 
low of 8. In those factors were somewhat the 
same problems: job opportunity, motivation, sub- 
stantial work history, need for training, cost of 
rehabilitation, counseling time involved, counsel- 
ing skill required. There isn’t time to read to you 
the various ratings, but in these responses they 
are scattered from one to eight in all these areas. 
Some are missed and none bears a very high 
rating; the highest rating on any one factor is 
four. Concerning counseling time involved, four 
people rated that as six or more, to the next two 
from the lowest. That sort of gives you an idea 
of how we are trying to go about it analyzing 
the problem with an attempt to do something 
about it. 

The last item I will read: suggestions for im- 
proving service to older people. Thinking about 
the disabled in the older age group, one educa- 
tional program aimed at selling assets of older 
workers to industry, special workers for this age 
group, pre-employment tryout to obtain a better 
vocational diagnosis, program to develop a mental 
attitude toward work rather than working toward 
retirement, certain occupations which are nation- 
wide in scope and which would be suitable for 
older workers in direct energy toward develop- 
ment of these occupations for older workers train- 
ing facilities and job opportunities needed, and 
sO on. 

Now I’m not attempting to place any value on 
each of these items which they are analyzing and 
on which they are trying to get also some idea of 
what the experience is and what the overall prob- 
lem is. I am merely bringing to you the fact that 
there is a vocational rehabilitation service and 
that the vocational rehabilitation service in Mary- 
land and the other states are trying to work with 
all the agencies in the communities in making 
some attempt to make a thorough study of each 
case and evaluate the man’s potentials, taking into 
account his limitations, and try to find some em- 
ployer for whom he might go to work. 


The Fourth Postgraduate Course on Fractures and Other Trauma, sponsored by the Chicago Com- 
mittee on Trauma of the American College of Surgeons, will be held April 27 through April 30, 1960, 
at the John B. Murphy Memorial Auditorium, 50 East Erie Street, Chicago. 
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Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours’ . . . or approximately 
one-half the time of other once-a-day sulfas.? Unin- 


terrupted control is then sustained over 24 hours with | 


the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.* Of the total circulating levels, 95 per cent 
remains in the Ciera active, unconjugated form even 
after 24 hours 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin, Ther, 3:378, (Nov.) 1956. 2. Boger, W. P.; Antibioties snus 
1958-1959, New York, Medical Encyclopedia, rh 1959, p. 48. 3. 3. Sheth, U. U. K.; Kulkarni, B. S., and or P. G.: Antibiotic Med. « Git 


Ther. 5:604 (Oct.) 1958. 4. Vinnicombe, J.: 
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Extremely low toxicity’ . . . only 2.7 per cent 
incidence in recommended dosage — Typical of 
KYNEX relative safety, toxicity studies® in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary and 


at the recommended dosage. High solubility o! both 
free and conjugated product* obviates renal compl 
cations. No crystalluria has been reported. 


Successful against these organisms: st-epie 
cocci, staphylococci, E. coli, A. aerogenes, pars colon 
bacillus, Gram-negative rods, pneumococci, cp 
roids, Gram-positive cocci and others. 
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once-a-day Sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to twelve tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 


mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
Bottles of 4 and 16 fl. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
weight, the first day, and 4 teaspoonful per 20 Ib. per day 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give 
immediately after a meal. 


Sulfamethoxypyridazine Lederie 


NEW—for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HC!—Sulfa- 
methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
phenylazodiaminopyridine HC! in the core. Dosage: 2 tablets q.i.d. the first day; 
1 tablet q.i.d. thereafter. 


LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY, Pearl River, New. York (uaa 
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Housing for the Aged 


Charles H. Borcherding, Sr. 


Director, Federal Housing Administration, Baltimore, Maryland 


\ ,' J © IN THE FEDERAL Housing Administra- 

tion do not refer to these people as aged 
or old people, but we refer to them as elderly peo- 
ple. I think it sounds a whole lot better to refer to 
a home as a home for the elderly men and women, 
rather than a home for old men and women; or 1 
think it sounds better to say, “That elderly gentle- 
man or that elderly lady will be able to help you,” 
than to say, “Why don’t you see that old man or 
that old woman down in the corner; he may be 
able to give you some help.” The Federal Housing 
Administration at the present time has a program 
whereby an organization, whether it’s fraternal, 
religious, labor or some private group, can, through 
the medium of mortgage insured by the Federal 
Housing Administration, erect housing for the 
elderly. The cost of those facilities that would be 
available to the people would be much less than they 
would be able to obtain if it was financed by private 
money, and where a profit was made. The organ- 
ization that operates these facilities must be abso- 
lutely nonprofit, under the present law. 

You have probably read about or seen pictures 
of the one they are contemplating building at Area 
12. It’s a beautiful-looking job, but unfortunately, 
we don’t know whether they will ever go ahead, 
because the piece of ground is up for public sale. 
Maybe this Nonprofit housing corporation that has 
been formed to purchase the piece of ground on 
which they contemplate erecting a ten story build- 
ing containing approximately 300 apartments, must 
qualify and are in competition with other bidders. 


Apartment rent would run from around $60.00 per 


month for an efficiency, to around $105.00 per 
month for a two-bedroom apartment, which is 
unusual rental today for such accommodations. 
The reason this can be done is because the mort- 
gage is insured by the Federal Housing Adminis- 
tration; that is the function of the FHA. If the 
sponsor should default, the Federal Government 
pays off the mortgage to the mortgagee. The loans 
can be as long as 40 years, and the interest rate at 
the present time is 414 per cent. That is what aids 
keeping the rents down for persons in the housing 


for the elderly. 


The FHA is absolutely self-supporting. There 
is another thing you folks might like to know ; that 
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is that the FHA is one instrumentality of the fe: - 
eral government that does not cost the taxpay:r 
five cents. The money is obtained from the insu - 
ance premium paid by the borrower, and th’s 
money meets all FHA operating expenses, as well 
as provides the necessary reserves. 


We work closely with the American Medical A.- 
sociation. We have publicized throughout eve:y 
office in the United States and Puerto Rico this 
latest publication put out by the A. M. A., entitled 
“Medicine Blue Print for the New Era of Aging.” 
One of the things they are asking all their people 
to do is to get in touch with their Congressmen 
for the extension of the FHA type loan for non- 
profit and proprietary health facilities serving the 
aging. The Association believes this type of loan, 
which encourages individual initiative and private 
enterprise, is often preferable to outright grants. 
Efforts to secure such legislation will continue. The 
A. M. A. is working hard toward this, and we are 
doing everything we can to help promote it. 


We have also a little booklet here called ‘“Hous- 
ing for the Elderly.” If any of you would like to 
have a copy, I'll be glad to send you one. I hear a 
lot of people talking about the elderly person of 65 
and up. Under FHA’s Housing for the Elderiy 
program, in order to be eligible to obtain an apart- 
ment or be entitled to the facilities, a person can be 
a man or woman 60 years of age or over. We are 
trying to do everything we can to induce people to 
take advantage of the benefits of this program. 


There is a housing bill now pending in Congress 
providing for additional facilities for, housing for 
the elderly. In addition to the housing for the 
elderly, there is a provision to extend facilities un- 
der an FHA program, to allow the construction of 
nursing homes. The Housing for the Elderly Pro- 
gram, as previously constituted, is to be on a non- 
profit basis. With these facilities available, sponsor : 
will be in a position to obtain long-term lowest po 
sible interest rate on an FHA insured mortgag: 
The Federal Housing Administration is at th 
present time in the process of approving and in 
suring a mortgage on a Housing for the Elder) 
project, which mortgage will carry the maturit) 
date of April 1st, 2000. 
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Recreation for the Aged 
A. L. Cottrill 


Recreation Supervisor, Bureau of Recreation, Baltimore, Maryland 


OU HAVE BEEN DEALING with economic and 
esata aspects of the elderly or aged, as you 
prefer, and it is important, without a doubt. How- 
ever, I’d like to talk about recreation as a basic 
necessity for this aging group. 

If you could attend the Golden Age meetings 
trat I have seen, you would realize that recreation 
is essential to these people. They need the com- 
pinionship, the ability, and the opportunity to 
s:rve, because they perform many services in these 
groups. They work for others, which is important. 
They share, they mix with younger people. These 
© portunities are given through the Golden Age 
Clubs ; so, instead of speaking of a problem, I’m 
going to speak of recreational opportunities and 
ty to bring you up to date on what they can do 
and how they can meet this recreational need. It 
is present in all age groups, but more so, I believe, 
in this particular age group. You will find that 
tiiese people 65 and over were brought up at a time 
when play was not considered essential. It was 
probably a rather naughty word, and that is why 
they find it difficult in many cases to adjust today. 
We do now have a larger percentage of aging, and 
about the year 2000 it will be even more of a prob- 
lem than today. However, I think the people then 
will be able to participate in recreational activities 
because they have that opportunity now. | am 
thinking in terms of hunting, fishing, tennis, bow]l- 
ing, and bridge, which is coming to the fore. These 
are opportunities which our parents and grand- 
parents never had. So I think that is going to be 
a big factor in the older people’s lives in the future. 
Right now is the problem. 

I mentioned Golden Age Clubs, and a question 
was asked about them before the meeting started. 
In the City of Baltimore, the Bureau of Recreation 
has 16 functioning Golden Age Clubs and the Jew- 
ish Community Center has five or possibly more. 
Many churches throughout the city have clubs, 
which they call Senior Citizens Clubs, Golden Age 
Club, or by other names. They are doing wonder- 
ful work. I wish you could sit in on some of these 
meetings ; they do welcome visitors. They are most- 
ly social by nature, and the cost is minimum; in 
fact, many do not charge anything. Voluntary con- 
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tributions are taken at the door. Some of the ac- 
tivities they participate in are volunteer work for 
the church, aid church functions, wrap presents for 
the mentally ill and hospitals, they dress dolls for 
the crippled children in hospitals and welcome 
these opportunities they wouldn’t have otherwise. 
They go on tours; for instance, a favorite tour is 
Dupont Gardens. They go to the shore for week- 
ends. They have “Mad Hatters” parties. The Pat- 
terson Park Mad Hatters get quite a bit of pub- 
licity. They do creative work and at the same time 
enjoy themselves. They have table games, informal 
singing, music, and they even find romance in these 
clubs. Quite recently a couple 60 and 61 got mar- 
ried. The wedding was in a church, but they held 
the reception at the recreation center where they 
had the Golden Age Club. This shows the attach- 
ments which they do develop. 

Private business is recognizing this problem of 
recreation for the aged, and many of our leading 
industries are taking a part in this; for instance, 
the Pioneers Club of a ut.lities company here in 
Baltimore. After 20 years of service, employees can 
join the Pioneers Club. They do wonderful work, 
sponsor activities for other employees and younger 
employees of this organization. The company, at 
its own expense, brings in experts on hobbies to 
instfuct these people before they retire to prepare 
them for retirement. Nothing I am mentioning up 
here is new, but I hope it focuses the thinking on 
recreation, to get away somewhat from economic 
and physical part, which is important, of course, 
and always with us. 

Another firm has an alumni club for people who 
have retired. They provide free facilities for their 
retired workers—they call them alumni—to meet 
and hold social events in their cafeteria or auditori- 
um ; and they provide lunch for them. So you see 
what a wonderful job is being done in private in- 
dustry, public recreation and many other sources. 

I received a call about two weeks ago from a man 
who had gotten back from Florida. He wanted to 
know where the shuffleboard courts were in Bal- 
timore. Right now I am open for suggestions as to 
where you'd look for a shuffleboard court outdoors, 
as he was thinking in terms of Florida. I am think- 
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ing in terms of the future. Why couldn’t we have 
shuffleboard courts? You see the people sitting in 
the park ; here you could have outside shuffleboard 
courts. Patterson Park has a quoits building. These 
men play quoits in there, and nobody else is per- 
mitted in this sacrosanct place. Where can we have 
boccie? In New York City, where I lived for some 
time, one could see these boccie courts, and they 
were well populated and attractive and, I am sure, 
in use most of the time. Why can’t we have that? 
And bowling on the green—have you ever tried it? 
It is frustrating with a lopsided ball, but for this 
age group it’s a wonderful game. Then croquet 


How Does the Older Person Feel About 


greens—Cordell Hull was quite an expert in cro- 
quet. Why couldn’t we have those for the aged? 
To back up what Mr. Fringer mentioned earlier, 
about this referral center, it is in the planning stag: , 
and they do have them in other cities. Los Angele; 
has an active one, and some of the services hel) 
the older persons find homes and assist them in 
getting employment. The older people do com: 
there for all kinds of information. It’s a central 
agency and, as Mr. Fringer pointed out, a recrea- 
tional activities center. There are many other func- 
tions for a center of this type. I think it is in the 
long range plan for Baltimore, but with our efforts 
we could bring it much closer to realization. 


These Problems Himself? 
Ruth Lana 


OW DOES THE OLDER person feel about these 

H problems himself? Perhaps this is best an- 
swered by an illustration of two groups of retired 
persons and what they have done for themselves. 
Twelve years ago, a small group of retired teach- 
ers in Southern California banded together for the 
purpose of bringing back to an active and purpose- 
ful life their fellow retired teachers. Ethel Percy 
Andrus, a distinguished and dynamic retired Los 
Angeles teacher and principal, was the guiding 
force of this organization, named the National Re- 
tired Teachers Association. Today this association 
has over 100,000 members. Dr. Andrus attributes 
the incredible growth of this organization to the 
_ retired teachers’ desire to belong to an active group 
| that could accomplish immediate goals as well as 
work for the general welfare of all retired teachers. 
The more Dr. Andrus worked with retired teach- 
ers, the more requests she received from persons 
outside the teaching profession asking “Please 
might we join your association? We want to be a 
part of a group actively working for our rights as 
older people.” She successfully urged the board of 
directors of the National Retired Teachers Asso- 
ciation (NRTA) to sponsor such an organization, 
which was called the American Association of Re- 
tired Persons and is open to anyone over 65. The 
members of NRTA and AARP constantly write 
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Executive Secretary, American Association of Retired Persons 


us of their satisfaction at being part of an organ- 
ization working and accomplishing goals for re- 
.tired persons. 

1. The organization has given them a forum 
for the discussion of their problems through their 
magazines, namely NRTA Journal and Modern 
Maturity, and may I say here, both of these are 
edited by retired persons. 

2. These organizations have made others aware 
that older people still can be a great force for ac- 
tion, provided they are united in a group. One of 
the greatest needs of retirement living is for fi- 
nancial assistance to meet hospital-surgical bills 
when illness or injury occurs. We are extremely 
proud that two years ago the National Retired 
Teachers’ Association pioneered the break-through 
that now makes group hospital-surgical insurance 
protection possible for people over 65 without 
physical examination and without any age limit. 
The insurance industry, Blue Cross and Blue Shiel¢ 
and the medical profession are following our trail. 
blazing, and we hope will continue to develop anc 
to improve the coverages and services available 
to older persons just as we are constantly improv- 
ing our insurance program. 

3. These organizations have provided older peo. 

| ple with a full program of low-cost travel whict- 
enables them to enjoy the companionship of peo- 
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ple their own age while traveling. Just yesterday 
morning I returned from New York, where I said 
bon voyage to thirty people, all over 60 years of 
age, who were sailing on a fifty-day Mediterranean 
tour arranged by us. Last year we sent 300 people, 
over 60 years of age, to Europe. All of this travel- 
ing is geared to the slow pace of retired persons. 

4. These organizations have given older people, 


who feel segregated from the rest of society, the 
‘feeling of pride that their fellow members have 


been able to establish a model community like Grey 
Gables in Ojai, California. Grey Gables provides 
a wonderful example of the way in which retired 
people can still remain part of the community life. 
People there are happy in the knowledge that the 
entire community of Ojai is wise enough to take 
advantage of all the wisdom, experience and energy 
contained in the members of Grey Gables. The men 
and women of Grey Gables serve on hospital, 
church and civic committees ; they are living ex- 
amples of how older people can find solutions to 
their own particular problems of housing and com- 
panionship while remaining respected and useful 
members of a community. 

To paraphrase an advertising slogan: Never un- 
derestimate the energy of an older person. I would 
like to quote a few words Mrs. Eleanor Roosevelt 
had to say regarding her energy: 


I may look like Methuselah, but I feel 
no older than my youngest friends. I am 
sure that I am no more exhausted at the 
end of a busy day than many who are 
half my age. When you know that there 
is much to be done, you are always look- 
ing forward instead of backward. This is 
one of the secrets of strength. But for all 
of us, as we grow older, perhaps the most 
important thing is to keep alive our love 
for others and to believe that our love and 
interest are as vitally necessary to them 
as to us. This is what makes us keep on 
growing and refills the fountains of energy. 


In addition to facing the actual problems of 
health, finance, and housing, the older person feels 
indignation and frustration at not being able to 
have a voice in all the proposed solutions to his 
problems. After many years of active life, the ma- 
jority of older people are not willing to sit back, 
whimper about their problems, and hope someone 
else will do something about it. 
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It is for this reason these organizations have 
been able to fill a real need in their members’ lives. 
Anyone who has worked with older people as we 
have in our organizations will find there is a high 
degree of idealism, of willingness to be of service, 
and a desire to work selflessly. 

We of the American Association of Retired Per- 
sons are working toward a utilization of the older 
person’s continuing desire to be a dignified member 
of society and also to do more than his share for 
society. Older people want to give as well as re- 
ceive. 

How do they feel about the problems facing older 
people? They say: “We are grateful that someone 
is doing something, but why not let us help you 
attack our problem. We have the potentialities ; let 
us use them.” 


MEDICAL CARE COSTS 

Despite the rapid increase in medical care 
costs in recent years, this expense has not risen 
as much as several other items since pre- 
World War II days, the Health Insurance In- 
stitute reports. 

During the 20-year period from 1938 to 
1958, both the cost of food and the cost of 
apparel increased at a faster pace than that 
of medical care, the Institute said in its report 
based on official figures of the Bureau of 
Labor Statistics’ Consumer Price Index. 

The all-items index also has climbed more 
sharply than the medical care index. From 
1938 to 1958, the all-items index rose 105 per 
cent, while medical care went up 99 per cent; 
apparel increased 100 cent, and food 
soared 149 per cent. In that same period, the 
cost of transportation climbed 95 per cent, 
but in the 1936-56 period even transportation 
rose faster than medical care. 

One of the reasons for the more rapid 
climb in cost of medical services in recent 

rs was stated in the Department of Labor's 

onthly Labor Review: "From 1936 to 1946, 
consumer prices of commodities rose 52 per 
cent; of services, characteristically slow in re- 
sponding to general economic developments, 
only half as much. From 1946 to 1956, how- 
ever, commodity prices went up by another 
37 per cent while service prices rushed ahead, 
gaining 50 per cent." 

From the base period of 1947-49 to 1958, 
the 44 per cent rise in the cost of medical 
care was greater than the increase in any 
other kind of personal expense. During this 
same decade, 1948-58, the number of Ameri- 

cans covered by health insurance doubled, 
while benefits paid through health insurance 
increased five times, said Institute. 
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COMPONENT MEDICAL SOCIETIES 


A G ALLEGANY-GARRETT COUNTY MEDICAL SOCIETY 
118] LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


Personals 


Dr. W. W. Lesh, Westernport, attended a sym- 
posium on “Edema and Treatment” at the Hahne- 
mann Medical School, Philadelphia, recently. 


At the annual election of officers of the 
Allegany County chapter of the American 
Cancer Society, Dr. Benedict Skitarelic, 
Cuniberland, was elected vice-president. 
Named to serve on the board of directors 
were: Drs. Carlton Brinsfield, Thomas F. 
Lewis, Leo H. Ley, Jr., Lewis Mould, 
and Ton von Strien, all of Cumberland, 
and Dr. Martin Rothstein, of Frostburg. 


Dr. David H. Miller, ophthalmologist, whose of- 
fice is at 22 Washington Street, Cumberland, is 
the physician to the Lions Club eye clinic. He re- ” ba! 
cently spoke at a luncheon meeting of the club on 
the activities of the eye glass clinic. 


Drs. B. Schindler, A. Cook, dentist, B. Skitarelic, R. RA 
bone, E. Jones, C. Hadidian, J. G. Stegmaier. 


Dr. Thomas F. Lewis, Cumberland, was 
appointed a second vice-president of the 
Young Men’s Christian Association ata Last nurses’ training school class. 
meeting of the board of directors held at 
the Central Y. M. C. A. in January. 


Dr. Abraham J. Mirkin, Cumberland, has re- 
tired as president of the American Association of 
Automotive Medicine and is being succeeded by 
Dr. Paul Ross, of St. Petersburg, Florida. Dr. 
Mirkin will remain on the board of directors. The 
American Association for Automotive Medicine 
makes an appeal to all physicians, engineers, and 
others interested in lowering morbidity and mor- 
tality associated with automobiles in driving and 
racing. As retiring president, Dr. Mirkin was 
moderator for a symposium during a recent meet- 
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Medical Trends Discussed By Physicians 


Two Cumberland physicians, Dr. Carlton Brins- 
field and Dr. George Simons, participated in a 
panel discussion on “Changes in Trends in Medi- 
cine” at the East Side Elementary School during 


the meeting of the Parent-Teacher Association 
in January. The program was one of two projects 
arranged by the Woman’s Auxiliary to the Alle- 
gany-Garrett County Medical Society, the other 


project being a talk on “Chest Cancer,” by Dr. 
Calvin Hadidian in February. 


gr aduatin g press At Centre Street School, before another 


Elementary Parent-Teacher Association 
meeting, Dr. L. Michael Glick discussed 
Rheumatic Fever. This was arranged by 
the Allegany-Garrett County Heart Asso- 
ciation. A short film on rheumatic fever 
was shown, and a question and answer 
period followed. 


In Sympathy 


The Allegany-Garrett County Medical Society 
expresses the sympathy of all its members to Dr. 
Earl P. Paul, Cumberland, in the loss of his father. 


Question Of The Month 


Why does physician’s malpractice in- 
surance $100,000/300,000 cost nearly four 
times as much in Maryland as it does in 
Pennsylvania? 


B. Schindler, R. W. Trevaskis, Sr., J. T. Johnson, Jr., 
— T. F. Lewis, C. Hadidian, J. G. Stegmaier, D. Miller. 


LM. Glick, Wyand Doerner, Gina Glick, F. T. Cawley, 


Brings, and William Allen, dentist. 
a 


Physicians must take a more active interest in 
the whole area of politics, public affairs and com- 
munity life. 

A. M. A. President, Dr. Louis M. Orr 


ing which was held in Dallas, Texas, immediately 
preceding the semiannual meeting of the Amer- 
ican Medical Association. The meeting attracted 
world wide attention, since deaths by automobile 
accidents are high on the mortality list of the na- 
tion. 
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BALTIMORE CITY MEDICAL SOCIETY 


CONRAD ACTON, M.D. 
Journal Representative 


\ 


President Samuel Whitehouse called to order 
on Tuesday, 15 December 1959, the last meeting 
of the Executive Board under his administra- 
tion. Past President Whitmer Firor called atten- 
tion to the implications of the new categories of 
associate membership and the restrictions attached. 
These have been written into our City Society 
constitution to keep it in line with the Faculty’s 
constitution. “The active practice of medicine” was 
the phrase that caused discussion, particularly as 
it applies to physicians engaged primarily in ad- 
ministrative work, whether in hospital, in public 
health, or elsewhere, and not having direct patient 
contact. Individuals whose membership status is 
affected by this constitutional change will be noti- 


involved were referred to the Constitution and 
By-Laws Committee for resolution of the different 
points of view in City and State attitude. 


Voting by mail was briefly considered 
as a feasibility. Its advantages of saving 
time at meetings and preventing “steam- 
roller” tactics were deemed considerable, 
but no action was taken. 


| Raymond V. Rangle, M.D., amplified the resolu- 
tion which he presented at the business meeting. 
Dr. Wilgis reviewed it in'relation to his committee, 
which the Faculty formed apparently for the same 
purpose about five years ago. Dr. Classen proposed 
that this resolution come under the purview of the 
Shipley Committee for Postgraduate Education. 
The vote at the last meeting was clearly a mandate 
that the resolution be brought back to the January 
meeting in form acceptable for action, and a mem- 
ber of the Executive Board was assigned to work 
with Dr. Rangle. 


The Executive Board approved circular- 
ization of the membership about a Carri- 
bean cruise under consideration by the 
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fied in order to avoid embarrassment. The issues 


Faculty Planning Committee for the spring 
of 1961. It also approved another ques- 
tionnaire to elicit nominations for mem- 
bers of the Faculty Nominating Commit- 
tee for its 1960 slate. This is similar to the 
request to which Past President Firor had 
received three replies from his question- 
naire to our 1500-plus membership last 
year. It is hoped to obtain a better response 
this time. If you have a good candidate in 
mind please suggest him for the Nominat- 
ing Committee. 


Greater publicity for the programs of the City 
Society was requested. Dr. George Yeager, chair- 
man of the Program Committee for the coming 
year, was authorized to have signs posted in areas 
of high physician concentration a day or two in 
advance, publicizing the forthcoming meetings. 


Dr. Robert Kimberly, outgoing treas- 
urer, presented the budget for 1960, which 
was essentially the same as that for last 
year. It was approved, and to Dr. Moses 
Paulson’s Committee on Constitution and 
Bylaws was referred the knotty problem 
of reclassification of the existing commit- 
tees in line with constitutional provisions 
for standing, special, and continuing cate- 
gories. 


That chiropodists prescribe newer antibiotics 
and order blood counts was considered an in- 
portant problem. Recently a particularly large 
overdose, prescribed by a chiropodist, was fortu- 
nately brought to a physician for review, and the 
facts referred to the State Board of Medical Ex- 
aminers, whose province under the law is to stamp 
out unlicensed practice of medicine. 


Remodeling plans for the Faculty Build- 
ing were reviewed in order to study the 
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space assigned to the Baltimore City Medi- 
cal Society. A disproportion with regard to 
our need and our rental was quite evident, 
and the Executive Committee was directed 
to confer with the Faculty Building Com- 
mittee to obtain space allotment more real- 
istic to anticipated needs. The survey rec- 
ommendation made a few years ago for 
complete physical separation of the two 
societies was again mentioned and again 
tabled, because “the time is not right for 
it.” Once again a member of the Board sug- 
gested that many motion picture theatres 
are being disposed of at reasonable prices, 
and a suitable one, with acoustically de- 
signed auditorium, might be bought by the 
City Society as an excellent start toward a 
building of our own. The $17,000 for annual 
rental, utilities, and secretarial services, 
now paid to the State Society would, in 
five or ten years, easily carry the cost of 
such an acquisition; while the freedom of 
action and facility both societies would 
gain by such a development would seem to 
more than justify the move. 


The final action of the year by the Executive 
Board seems particularly significant. Acting as 
Grievance Committee-of-the-whole, it took up the 
grievance of an outstanding physician with the 
interference of a union bargaining agent in his 
physician-patient relationship. The Executive 
Board agreed that the physician involved was jus- 
tified in his resentment of the bargaining agent’s 
actions to the point of bringing suit. 


President Everett Diggs called his first 
meeting to order on Friday, January 8, 
1960 and directed a full reading of the min- 
utes of the preceding business meeting by 
our new secretary, Dr. Joseph D. B. King. 
Then President Diggs moved directly to 
the scientific program by introducing Dr. 
Lewis Thomas, professor and chairman of 
the Department of Medicine of the New 
York University College of Medicine. 


Dr. Thomas’ topic was “Mechanisms of Tissue 
Damage in Disease,” a subject selected to give “a 
wide scope for digression in the whole realm of 
medicine.” Actually, he adhered closely to con- 
sideration of mechanisms in one rather limited 
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area; the phenomenon of homograft rejection. 
Serial homografts show different rates and types 
of degeneration in the human. Rejection can be 
prevented by intravenous injection of cells in new- 
born test animals. His splendid color pictures 
showed the changes. These experimental observa- 
tions were projected into the somewhat similar 
situation of pregnancy to imply that release of 
trophoblastic syncitia into the maternal system 
might act as a desensitizing mechanism for the 
duration of pregnancy. He offered this interpre- 
tation of pregnancy symbiosis as a possible ex- 
planation of sensitivity complications of preg- 
nancy. 


As Dr. Russell Fisher helped Dr. Thomas 
catch the last train to New York, President 
Diggs began the business session by ask- 
ing for firm control of meetings in con- 
formity with Robert’s Rules of Order. To 
clarify, he gave a thumbnail summary of 
the basic procedures of parliamentary con- 
duct, assuring the members present that 
freedom of speech was inherent in our 
democratic process, but asked that judg- 
ment be exercised on controversial matters 
which might be debated in committee. He 
particularly asked that personalities be 
avoided and discussion kept to pertinent 
points and the principles at issue. He 
promised to do his best to keep discussions 
of seconded motions brief and to the point. 
He kept his word and the meeting ran 
smoothly. 


President Diggs called the members’ attention 
to the change in status of associate membership, 
which was altered to conform with changes in the 
Faculty constitution. He showed how this applied 
to the voting in the last City election. Since some 
members became associate members under the 
State constitution but had previously been consid- 
ered active members and had, in fact, paid dues 
for the year as active members, the Executive 
Committee decided to count their votes as active 
members in that’ election. This resulted in the 
change of one delegate. Later in the meeting, Dr. 
Edward Krieg queried whether change in quali- 
fication for associate membership needed any fur- 
ther constitutional changes by our Society. Pres- 
ident Diggs read the constitutional section applic- 
able and interpreted it, declaring that, while he 
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required, it had been referred to the Committee on 
Constitution and Bylaws for study. 


Dr. Raymond V. Rangle moved adop- 
tion of his reworded resolution, which had 
been mailed to all members of the Society. 
It was seconded by Dr. J. W. Ashworth. 
In the thoughtful discussion which fol- 
lowed, Dr. M. B. Levin restated his point 
of view that to make any formal recogni- 
tion of accrediting bodies was to accord 
them jurisdiction over the practice of medi- 
cine in the State of Maryland. He urged 
that no such acknowledgment-by-resolu- 
tion be made lest the corporate practice of 
medicine seem to be tacitly approved and 
encouraged: by implication. He implied 
that if we recognize out of state bodies as 
having any influence on Maryland medi- 
cine, they thereby are accorded a sort of 
“squatter’s rights” which could lead to full 
ownership. 


Dr. Howard Jones expressed regret that he was 
forced to speak against the resolution; however, 
as newly appointed chairman of the 15-member 
State Liaison Committee with Accreditation 
Boards, heretofore under the chairmanship of Dr. 
Herbert Wilgis, he felt it would be both awkward 
and confusing to have two such committees in the 
state with similar and overlapping jurisdiction. 
He praised the benefits gained for hospitals under 
Dr. Wilgis’ five-year leadership. He noted that in 
the most recent incident (which led to this Rangle 
Resolution), in which four hospitals were involved, 
only two of the hospitals even under this pressure 
would go on record as objecting to the demands 
made by the residency training approval inspector. 


‘Why the other two refrained he neglected to re- 


veal. 


Dr. Amos Koontz approved the intent of 
the resolution, claiming to be as opposed 
to Chicago - control - of - medicine - every- 
where as anyone else. His opinion, how- 
ever, is that this is a state rather than a 
city matter and that one committee would 
be better than two committees for holding 
the Chicago forces at bay. He asked that 
the resolution be defeated as a procedural 
matter and be again referred to the Execu- 
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thought no further change in the constitution was 


tive Board to work out a better method of 
procedure. 


Dr. George Yeager, chairman of the Program 
Committee, announced that the probability of hay- 
ing the Chicago officials involved in accreditation 
approval matters participate in the program of the 
March meeting to discuss this with us. He advised 
that action might well wait until this meeting. 
He also pointed out that part of the resolution, as 
worded, was ineffectual, because the City Socicty 
has no control over the delegates from the Facu ty 
to the AMA, which aspect should be clarified. 


E. Roderick Shipley, M.D., made the dis- 
tinction that the Wilgis Committee consid- 
ered only complaints, having no initiative 
to coordinate or arbitrate, while a commit- 
tee or board as spelled out in the Rangle 
Resolution was urgently needed to fill the 
gap between matters that arouse resent- 
ment and a thoroughgoing regulation and 
supervision of what goes on. 


Dr. Raymond V. Rangle asserted that if such 
a committee had been in existence and functioned 
properly, the present trouble would not have 
arisen. He added that the Liaison Committee did 
not represent all the hospitals in the city and there 
was a low percentage of attendance at its infre- 
quent meetings. He also suggested that, since most 
of the members of the State Liaison Committee 
were appointed, they did not feel as responsible 
for the effectiveness of the committee as if they 
had been elected as his Resolution specifies. His 
point of view was that Baltimore does more hos- 
pital work than the counties, and that a commission 
representing Baltimore hospitals is more important 
than a statewide one. 


Dr. Ross Pierpont was disturbed by the 
delay in getting this resolution in present- 
able form, admitting that this could be 
ascribed to the former administration. 
Now, with new officers, he demanded that 
the affair be better handled. President 
Diggs read from the minutes of two pre- 
ceding meetings, detailing what had hap- 
pened to the resolution and showing that 
its progress had been swift indeed by local 
standards. 
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James S, O’Hare, M.D., made the motion to 
refer the problem back to a special committee to 
confer with the state committee and reword it for 
presentation again to the society in light of the 
facts brought out in the discussion at this meeting. 


Refreshments were provided by the 
Woman’s Auxiliary and served by Ellen 
and Walter. 


Vice-president R. Carmichael Tilghman and 
newly elected representatives, Drs. William E. 
Gilmore, Samuel Morrison, and Edward J. Mc- 
Donnell, Jr., joined the incumbent members of 
the Executive Board at its first meeting on Tues- 
dav, January 12, 1960. Drs. John Eager Howard, 
Charles R. Goldsborough and Conrad B. Acton 
began the second year of their terms. Six elected 
representatives; the Executive Committee, con- 
sisting of President Everett Diggs, President-elect 
Herbert Wilgis, Vice-president R. Carmichael 
Tilghman, Secretary Joseph D. B. King, and 
Treasurer Russell Fisher; plus the immedate past 
president, Samuel Whitehouse, comprise the full 
membership of the Executive Board this year. 


President Diggs and the members found 
a full agenda, including a review of types 
of membership relative to dues and priv- 
ileges, holding office, accepting appoint- 
ments, and physicians defense. The differ- 
ence in attitude between the City and State 
Societies was discussed at some length, and 
it was felt by many that the dues differen- 
tial formerly considered appropriate for 
fulltime “man in the white suit” was no 
longer appropriate because of the increased 
salary status of the fulltime physician. The 
matter was referred to our Committee on 
Constitution and Bylaws for thorough re- 
view, audit, and integration, if possible. 
The whole matter seems to be in some 
state of real or implied unrest. 


Newspapermen had approached the City Society 
concerning a feature article proposed for a spring 
issue of their paper. Done in other cities, it was 
represented as being so successful from the pub- 
lic relations viewpoint as to merit an annual is- 
sue. Approval of the AMA had been given to other 
societies and the Board felt this could be worth- 
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while, voted to check with the AMA, and, if found 
proper, to go ahead. A committee is to be ap- 
pointed to represent the Society and supervise the 
medical aspects, advertising, and headlines. 


The list of members of the Ophthalmo- 
logical Section has been distributed, and 
the Society is receiving requests for addi- 
tional copies for various uses. The Board 
decided that, since the list was compiled 
by a regular Section of the Society, it 
should be available to all who apply for it 
to use in an ethical manner. 


The newly appointed Program Committee re- 
peated the annual query about honoraria for 
speakers and mentioned the possibility of a me- 
mento as well. The Board reaffirmed its policy of 
defraying all expenses promptly and without ques- 
tion, but voted that an honorarium was against 
policy. President Diggs recalled he had on occa- 
sion sent a copy of the press clipping with a letter 
of official thanks. This was considered sufficient. 


Dr. Peter Safar’s Committee on Princi- 
ples and Techniques of Resuscitation noti- 
fied the Society that its purpose had been 
accomplished. Appropriate indoctrination 
of first aid rescue squads, firefighters, and 
policemen had been completed, and they 
requested to be discharged as a committee. 
This was granted, with thanks and appre- 
ciation on the part of the Society for the 
signal success of their efforts. 


President Diggs reported on his conference with 
Faculty representatives regarding the office space 
provided in the Faculty’s new building plans. The 
three rooms requested have been obtained, and one- 
third more floor space was allotted. Providing ad- 
ditional facilities and assistance to our secretary, 
Mrs. Maguire, was looked on favorably, and the 
Executive Committee agreed to proceed as seemed 
most advisable. 

Letters from members of the Society criticizing 
the Society insurance programs had been received. 
Treasurer, Dr. Russell Fisher, reviewed the back- 
ground for the benefit of the new members of the 
Executive Board. Attitudes and policy background 
were directed to be stated in a reply letter. 
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From points of view expressed, it was 
clear that the Executive Board does not 
consider that it is in any way “sponsoring” 
any insurance program; i.e. sponsoring in 
the sense of receiving benefits from it. It 
feels, rather, that it is offering a service to 
members by helping them use collective 
buying power to obtain group insurance. 
Any insurance made available to the mem- 
bers was investigated thoroughly and was 
believed at the time to represent the best 
available insurance in the field. The senior 


members of the Board noted the devoted 
and astute investigations of insurance mat- 
ters made by Dr. Robert Kimberly, for- 
mer treasurer, and thanks were accorded 
him for his work and effort in the matter of 
insurance advantages for our members. 
The treasurer, by custom, has been deemed 
the appropriate authority on matters of in- 
surance. The suggestion that a committee 
be appointed to share this work was con- 
sidered a good one, but not necessarily re- 
quired at the present time. 


BALTIMORE COUNTY MEDICAL ASSOCIATION 
William H. Warthen, M. D. 


Journal Representative 


The Baltimore County Medical Association met 
for luncheon at the Stafford Hotel in Baltimore 
on December 17, 1959. President J. Morris Reese, 
M. D., presided at the meeting. 


Vice President Margaret Lee Sher- 
rard, M. D., stated that Mrs. Salley K. 
Ebling, home demonstration agent of Bal- 
timore County, had requested the ap- 
proval of the Association for presenting 
a weight control series. In order to par- 
ticipate in this course, a patient must ob- 
tain from the family physician approval 
and recommendations for the caloric level 
that she should follow. The members 
present were in favor of this proposal. 


Dr. Reese stated that the Nominating Commit- 
tee of the Medical and Chirurgical Faculty must 
present a slate of officers for the following posi- 
tions: president, three vice presidents, secretary, 
treasurer, one councilor from Baltimore or Har- 
ford County, one delegate to the A. M. A. and one 
alternate delegate to the A. M. A. The Nominating 
Committee is to be advised of suggested candidates 
before January 15, 1960. Dr. Reese, with the 
thought of their advancement in mind, presented 
the names of the following candidates for election 
to office in the Medical and Chirurgical Faculty in 
1960: Dr. Charles F. O’Donnell for the presidency 
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and Dr. William A. Pillsbury for membership on 
the Council. He also asked the members of the Bal- 
timore County Medical Association to submit addi- 
tional names for nomination so that he may notify 
the Nominating Committee of the Medical and 
Chirurgical Faculty of Maryland prior to Decem- 
ber 31,1959, 


Dr. Melvin B. Davis presented the fol- 
lowing resolution: “In view of the criti- 
cism of the Blue Cross rates, the judging 
of competence of men on the hospital 
staffs by lay administrators and the de- 
mands for hospital accreditation boards 
for abnormal and customary standards of 
teaching, BE IT RESOLVED that mem- 
bers of the State Council draw up a set of 
resolutions to be presented to the House 
of Delegates of the Medical and Chirurgi- 
cal Faculty at its annual meeting for 
clearing up these problems.” This resolu- 
tion was seconded and formally adopted 
by the Baltimore County Medical Associ- 
ation. 


Dr. Pillsbury informed the meeting that the 
Planning Committee is faced with the problem of 
state-wide Faculty sections and sections of the Bal- 
timore City Medical Society. Because of the com- 
plexity and diversity of interest of all these groups, 
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the committee feels that there should be a better 
organizational method in order to have official 
spokesmen for the individual specialty groups. The 
Planning Committee wishes to consider the follow- 
ing questions: (1) Should or should not state-wide 
sections of the Faculty be organized? (2) Should 
the Baltimore City Medical Society be approached 
with a view toward disbanding their sections and 
incorporating them into state-wide groups, if such 
exist ; and if they do not exist, consider the forma- 
tion of a Maryland chapter of the appropriate na- 
tional group? (3) Should the Committee on Scien- 
tific Work and Arrangements consider arranging 
concurrent or consecutive meetings of various spe- 
ciilty groups existing throughout the state and in 
ccnjunction with the annual meeting? 


The Association approved the Plan- 
ning Committee’s efforts to resolve the 
above conflict arising from sectionaliza- 
tion medical meetings. 


Dr. Loretta Hsu of Spring Grove Hospital was 
favorably voted upon for active membership in the 
Association. 


Following the business meeting, Dr. 
Samuel Bessman of the University of 
Maryland discussed “Hereditary Meta- 
bolic Diseases” in a most enjoyable and 
elucidating manner. Dr. Bessman’s ad- 
dress was well received. 


CAROLINE COUNTY MEDICAL SOCIETY 


The annual business meeting of the Caroline 
County Medical Society was held at the Tidewater 
Inn, December 10, 1959. The following were 
elected to office for the year 1960: President: 
H. R. Trapnell, M.D., Federalsburg. Vice-presi- 
dent: Edwin G. Riley, M.D., Denton. Secretary- 
Treasurer : Charles H. Winnacott, M.D., Ridgely. 
Delegate: Harold Plummer, M.D., Preston. Alter- 
nate delegate: Frank Anderson, M.D., Federals- 
burg. Planning Committee: Edwin G. Riley, M.D., 
Denton. Alternate: Dawson O. George, M.D., 
Denton. 


L. R. SCHOOLMAN, M.D. 
Journal Representative 


The annual election meeting of the society was 
held December 15, at the Frederick Hotel. This 
event is eagerly anticipated, not by reason of new 
officers, but rather the buffet of freshly shucked 
Chesapeake Bay oysters, spicy country ham, 
steaming aromatic beans, and sharp cheddar 
cheese. All present, including guests from the 
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CHARLES H. WINNACOTT, M.D. 
Journal Representative 


On January 14, 1960, the Caroline Coun- 
ty Medical Society entertained 43 physi- 
cians from Kent, Queen Anne’s, Talbot and 
Caroline Counties at the annual Upper 
Eastern Shore Medical Meeting, held at 
the Brick Hotel in Denton, Maryland. 


‘As has been the procedure in former years, a 
social hour preceded the steak dinner, which was 
then followed by an excellent talk given by Dr. 
Louis Krause, University of Maryland Medical 
School, on “Physical Examination of the Extrem- 
ities and its Importance in Diagnosis.” 


FREDERICK COUNTY MEDICAL SOCIETY 


Med-Chi Faculty staff, Miss Louise King, li- 
brarian, and Mr. John Sargeant, executive secre- 
tary, did justice to the spread. 


Replete, we heard Mr. Sargeant’s short 
talk on the benefits accruing and to be ac- 
crued to the county members of the Medi- 
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cal Chi from the efforts of the rejuvenated 
state society administration; then dozed 
through the film he ran off. During the 
welcome recess, we dipped into the many 
volumes Miss King displayed and bor- 
rowed a goodly number. 


Getting down to business we elected Dr. Frank 
Worthington and Dr. Norvell Belt to emeritus 
membership. Both had retired from active prac- 
tice in July. Finally, the election of officers was ac- 
complished expeditiously with the following re- 
sults : 

President: 

President-elect : 

Secretary : 

Treasurer: . 


T. E. Stone, M. D. 

J. M. Culler, M. D. 

Russell Guest, M. D. 

R. S. Turner, M. D. 

Delegate: L. R. Schoolman, M. D. 

- Alternate delegate: © Frank Damazo, M. D. 
Executive Committee 

member : B. O. Thomas, Jr., M. D. 

Planning Committee 

member: J. B. Thomas, M. D. 

In turning over the gavel to Dr. Stone, 

Dr. Chase, the retiring president, did a 


volte-face. He made a parting gift to the 
society in the form of a pointer flashlight. 
So wonderful is medical living in Freder- 
ick County! 


The regular January meeting was held at The 
Francis Scott Key Hotel, with the new president, 
Dr. Thomas Stone, presiding. The program was 
devoted to professional family guidance within t 1e 
community. Mrs. George Barthel, director of tie 
Frederick County Welfare Board, spoke on tue 
role of her organization ; then Mrs. Anita Gilbe:t, 
a trained social worker, told of the services offered 
by the Counseling Service, Incorporated, a new 
private agency recently organized to help families 
in various domestic difficulties. 


The monthly Frederick Memorial Hos- 
pital medical staff seminar was held on 
January 29. Dr. A. M. Powell, pediatri- 
cian, read a paper on acute glomerular 
nephritis, which was then discussed by 
Dr. Theodore E. Woodward, professor of 
Medicine at the University of Maryland. 
It was a most instructive afternoon. 


MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 


Journal Representative 


Milton McKendree Boyer, M. D., was honored 
with his photograph and brief biographic sketch 
published in our Medical Bulletin. 


H. H. Mitchell, M.D., and W. J. Peeples, 
M.D., published in the Journal of the 
American Medical Association a paper 
entitled “Newer Concepts of School 
Health Services,” which discussed the 
concept of the school health program as a 
teamwork project and placed emphasis on 
the responsibilities for medical advice 
connecting the efforts of the teaching and 
healing workers. 


Dr. Julius S. Piver spoke to the Women’s Aux- 
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iliary of the Alpha Omega Dental Society about 
psychosomatic gynecology. Another talk he gave, 
under the sponsorship of our Medical Society's 
Speakers Bureau, was to the freshman women’s 
hygiene class at the University of Maryland on 
gynecologic cancer. 


Dr. Peter A. Santucci spoke on the 
gifted child and his problems and recog- 
nition as part of the mental health fac- 
ulty meetings of the Montgomery Hills 
School. 


Dr. Charles J. Savarese, Jr., discussed househo'd 
poisons and home safety at the Silver Spring 
Branch Library. 
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AL SOCIETY 


GEORGE JENNINGS, M.D. 


Journal Representative 


The quarterly meeting of the Washington Coun- 
ty Medical Society was held in Hagerstown on 
January 7, 1960 at 5:30 P.M., preceded by dinner. 
Guests present included Mr. Jack Sargeant, execu- 
tive secretary of the Medical and Chirurgical Fac- 
ulty, Dr. Mech, and representatives of the Wash- 
in;ton County Dental Society and Nursing So- 
ciety. 


Mr. Sargeant explained some of the 
functions of the committees of the Medi- 
cal and Chirurgical Faculty. He stated it 
was desirable that the state society estab- 
lish a state-wide casualty and malpractice 
insurance for all members. He then intro- 
duced Dr. Mech, who spoke on the Forand 
Bill and its shortcomings. A film produced 
by the American Medical Association 
with commentary by Dr. Louis Orr, was 
shown to supplement Dr. Mech’s talk. 


The Washington County Medical Society has 
set up a coordinating committee to mobilize the 
members of the Society against impending legis- 
lation, such as the Forand Bill, which is deemed 
undesirable for the public welfare. Pamphlets on 
the Forand Bill were distributed. 


Dr. W. T. Layman represented the So- 
ciety at the health department meeting, 
December 8, 1959, on the subject of Prob- 
lems of Aging. On this same subject Dr. 
John Stauffer made a preliminary report 
on the Medical Aspects of Aging, with 
emphasis on four points; namely, (1) the 
desirability of carrying out a program on 
the county level, (2) a home care program, 
(3) that hospitalization for patients over 
65 is best handled by prepaid medical in- 
surance, and (4) that there are at present 
an adequate number of beds in nursing 
homes in the county except for negro pa- 
tients. 


Marcu, 1960 


‘Various routine business matters were then dis- 
cussed, in particular, revisions to the Society’s 
constitution and the desirability of incorporating 
the Society. 


Dr. B. B. Kneisley presented a resolu- 
tion which was approved by the Society. 
This resolution is given here for publica- 
tion. 


A RESOLUTION 

When in the course of busy lives, and in this, 
instance, the active and occupied endeavors of 
the members of the Washington County Med- 
ical Society, it is meet that one should give 
pause for reflection, and in so doing the mem- 
bers of the Washington County Medical Soci- 
ety sincerely desire to express their gratitude, 
their respect and their high recognition of a 
notable member who has served them so de- 
votedly and so diligently. 

Dr. Ernest F. Poole has been the secretary 
and treasurer of the Washington County 
Medical Society since 1934, except for the 
period of one year when he was president, a 
period of 25 years. To say that he has been a — 
good secretary is far from sufficient. It must 
be said that his devotion to this task, his un- 
swerving loyalty, his neat efficiency, his wise 
counsel, his attention to detail, and not the 
least, his ability to recall and to give facts con- 
cerning the past actions of the Society, made 
him an outstanding secretary, separate and 
apart, and held in sincere devotion and high 
esteem by all his fellow members. 


Dr. Poole is a past president of the Wash- 
ington County Hospital staff and has served 
with distinction on the executive committee 
and many other committees of that staff. He 
is a past vice president of the Medical and 
Chirurgical Faculty of Maryland. He has done 
much teaching in the nursing school of the 
Washington County Hospital. He has made 
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major contributions in his particular field to 
the improvement and advancement of the An- 
esthesia Department of the hospital. He has 
contributed much to the elimination of fire 
and explosive hazards in the hospital. He was 
largely instrumental in setting up the program 
for the staff in case of a major disaster. He is 
a former Washington County health officer. 

It is only recently that Dr. Poole was taken 
ill and was forced to relinquish for a time his 
professional duties, much to the regret of his 


CALENDAR OF EVENTS 


> Friday, April 1, 1960 < 
BALTIMORE CITY MEDICAL SOCIETY 


Semiannual business meeting. 8:00 P.M.., 
1211 Cathedral Street 


» Monday, April 4, 1960 < 
ORTHOPAEDIC SECTION, B.C.M.S. 
Guests of the Washington, D. C. Orthopaedic Club 


PHI DELTA EPSILON GRADUATE 
MEDICAL FRATERNITY 


Aaron Brown Lectureship 
Basic Principles in the Use of Chemotherapeutic 
Agencies, Monroe J. Romansky, M.D., professor 
of medicine, George Washington "University 
School of Medicine. 
8:30 P.M. Gordon Wilson Hall, University 
Hospital. 


Tuesday, April 5, 1960 < 
THE MARYLAND SOCIETY 
OF ANESTHESIOLOGY 
8:00 P.M., Johns Hopkins Hospital 

(Clinical Science Building) 


» Wednesday, April 6, 1960 < 
MARYLAND SOCIETY FOR PREVENTION 
OF BLINDNESS 
Fiftieth Anniversary meeting, 

Sheraton Belvedere Hotel 


PROGRAM 
10:45 A.M. AssemBLy Room 


Prevention of Blindness in Children, Arnall Patz, 
.D., instructor in ophthalmology, Johns Hopkins 
University School of Medicine; attending physi- 
cian in ophthalmology, Sinai, Baltimore Eye, Ear 
and Throat, and Lutheran Hospitals, Baltimore, 


The Application Of Medical —— To Blind- 
ness Prevenion, Irving H. Leopold, M.D., di- 
rector of research and attending surgeon, Wills 
Eye Hospital; chief ophthalmologist, Albert 
Einstein Medical Center ; professor of ophthalmo- 
logy, University of Pennsylvania Graduate School 
of Medicine. 


Audience Questions 
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fellow members. However, it is heartwarming 
and with sincere happiness to know that he is 
fast improving, and will be back with us soon 
again. No one will be more welcome to us thas: 
he. 

Now therefore, in view of what has been 
said, be it resolved that the Washington Coun- 
ty Medical Society place this Resolution in the 
minutes of this meeting (1/7/60) and that c 


copy of the Resolution be sent to its esteemea ' 


member, Dr. Ernest F. Poole. 
ry 


LUNCHEON 12:15 P.M., THE BALLROOM 


Why Prevent Blindness? Mr. Joseph Hunt, as- 
— om. Office of Vocational Rehabilita- 
tion, U. S. Department of Health, Education and 
Welfare. 


2:00 p.mM., ASSEMBLY 


Industrial Eye Care, Harvey E. Thorpe, M.D., past 
president, Ophthalmological Section, Interna- 
tional College of Surgeons; lecturer, Ophthalmo- 
logical Study Council; Industrial Ophthalmolo- 
gist, Pittsburgh, Pennsylvania. 


The Restoration Of Vision By Corneal Trans- 
plantation, R. Townley Paton, M.D., surgeon di- 
rector, Manhattan Eye, Ear and Throat Hospi- 
tal; clinical professor of ophthalmology, New 
York University Medical College; vice president, 
National Eye Bank. 


Audience Questions 


» Thursday, April 7, 1960 < 
THE BOTTLENECK OF PERSONNEL IN 
THE BEHAVIOR OF SCIENCES 
Lawrence S. Kubie, M.D. 
Lectureship under the auspices of the Sigma Phi 

Gamma International Society and Spring Grove 


Hospital. 8:00 P.M., Osler Hall, 1211 Cathedral 
Street. 


» Tuesday, April 12, 1960 ~< 
MARYLAND RADIOLOGICAL SOCIETY 
Tohns Hopkins Medical Residence Hall, 
Broadway and McElderry Streets 
5:30 P.M. Film Reading 
6:30 P.M. Cocktails 
7:00 P.M. Dinner 
8:00 P.M. Program: “Through the Looking 
Glass: Interpretation of Some Radiologic 


Findings in the Chest,” Robert Barden, M.D., 
Philadelphia, Pennsylvania. : 


®» Wednesday, April 13, 1960 ~< 


MARYLAND SOCIETY FOR 
MENTALLY RETARDED CHILDREN, 
GREATER BALTIMORE CHAPTER 


8:15 P.M., 2525 Kirk Avenue 
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LIBRARY 
of the 
Medical and Chirurgical Faculty 
of Maryland 
Presented 


Library 


Louise D. C. King, Librarian 


“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Jbn Tibbon 


Our Old People 


“Man doth not live by bread only.” 


> oWADAYs, when one hears so much about the 
J aged, their medical care, community re- 
sponsibility, industrial utilization, all phases of 
their welfare, we seem to forget the most important 
facet of all. The feeling of being wanted and loved 
by someone is either totally ignored or glossed 
over. One can live in luxury, with every comfort 
and attention, yet still be miserable. Pain, suffering 
and much hardship are bearable as long as one has 
a place in this world, a feeling of belonging, of 
being necessary to some family, person or, alas, to 
a group or institution. 

Not too many years ago, cities were dotted with 
orphan asylums and previous to that with foundling 
homes. It is within the memory of many still liv- 
ing to see groups of children of all ages being 
herded to church, to various entertainments, or for 
walks. This is all changed now due to the placing 
of children in foster homes. This has been proved 
to be not only cheaper, but a better way of caring 
for children who, for one reason or another, cannot 
be taken care of by their family. Are we not, per- 
haps, making the same mistake with our old people? 
After all, the problem is usually an economic one 
with the existing family and could well be a much 
needed source of income to a foster family if no 
one near to the oldster could assume the respon- 
sibility of his care. 

We are continually harping on the fact that our 
children will not profit by our experience, but are 
we any wiser or better than they if we do not 
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Deuteronomy viii, 3 


learn from our predecessors? Are we skeptical of 
the study of the history of medicine and yet not 
availing ourselves of the experience learned within 
comparatively recent years? We suggest a course 
of reading on this vital subject, not on what some 
legislator with an eye to votes has to say, nor with 
too much attention to the voicings of administra- 
tors and agencies whose very existence would be 
null and void were the methods of caring for the 
aging population changed so radically, but to study 
the experience of caring for similar groups, such 
as children, and profit by it. 

This would not solve the problem of the ill or 
those needing constant supervision anymore than 
it does with other groups, but could be applied to 
those who are able to wait on themselves to some 
extent and do not require constant expert medical 
care. 

The problem is far more than a medical one, but 
because physicians are being spearheaded through 
legislative bodies, the press, and organized groups, 
it is important that every physician be informed 
so that he may steady the rocking boat, not by snap 
judgment, but by careful thought and informa- 
tional reading. It is not enough to wage a defen- 
sive war against subtle measures and promulga- 
tions. Some concrete alternative must be offered in 
place of such measures, and this can best be done 
by careful, thoughtful reading. 

Your library stands ready to help you with sug- 
gestions. 
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SOCIETY OF PAAHOLOGISTS INC. 


Louis B. THomas, M.D., President Epwarp C. McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 


FLUORESCENT ANTIBODY TECHNIQUE 


HE FLUORESCENT ANTIBODY technique was introduced in 1941 by Dr. Albert 

‘H. Coons of Harvard. It is a technique for the specific staining of antigenic 

substances with an antibody coupled to a fluorescein dye. The antibodies within the 

globulin fraction of serum are chemically combined with the dye without destroying 

the specificity of the antibody. The fluorescein dye is activated with ultraviolet light 
and visualized in minute quantities under the microscope. 


The technique has been applied to the identification of various antigenic sub- 
stances as well as antibodies. A number of different bacteria, rickettsia, viruses, 
fungi, and protozoa, as well as both foreign injected and intrinsic proteins, polysac- 
charides, enzymes, and hormones have been identified in individual smears and in 
tissue sections. The technique has been used effectively in research on hypersensi- 
tivity, hematology, cancer, and tissue transplantation. 


This technique has been successfully employed by those with a thorough under- 
standing of the immunological principles involved. Initially, the preparation of 
the reagents was hazardous, and the reagents were unstable. Stable reagents have 
been prepared in recent years, and better methods of processing specimens have 
been devised. These improvements have led to a greater use of the method and a 


resulting increase in the demand for the reagents, so that they are now produced 
commercially. 


Physicians in the vicinity of Rockville, Maryland, now have available a routine 
diagnostic test employing this technique. The Public Health Laboratory of Mont- 
gomery County accepts throat swabs and within four hours reports the presence 


or absence of Group A streptococci. This service allows prompt treatment with an 
antibiotic if necessary. 


There is evidence that fluorescent antibody staining may be the most reliable 
means yet devised of diagnosing syphilis. As indicated above, many infectious 
micro-organisms and rare diseases can be specifically diagnosed by this technique, 
usually in a shorter time than is required by conventional methods. In some cases, 
where the critical antigen tolerates chemical fixation, diagnosis is possible with 
specimens previously considered unsuitable for laboratory analyses. At present these 
diagnostic tests can be performed reliably in only a few reseach laboratories. 


The usefulness of this method in research indicates that it may eventually be 


routinely used in the hospital laboratory as a diagnostic procedure for selected 
diseases. 


A New Serological Diagnostic Procedure 
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BALTIMORE CITY HEALTH DEPARTMENT 


HUNTINGTON WILLIAMS, M.D. 


P. O. Box 1877. Baltimore 3, Md. 


COMMISSIONER 


Plaza 2-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Organizational Changes 


ei sANuarY 1, 1960, the Baltimore City 

Health Department underwent three note- 

w: rthy organizational changes, as follows: 

i. The medical and nursing services of the Bal- 
timore City public secondary schools were 
returned from the Department of Education 
back to the City Health Department, where 
they had been prior to January 1, 1932. A 
total of 29 secondary school physicians and 43 
secondary school nurses came under direct 
Health Department supervision in this change. 
These and the elementary school physicians 
are under the supervision of Dr. Woodrow 
Hemphill, director of the Bureau of School 
Health. All school nursing services are now 
supervised by Miss Alice M. Sundberg, direc- 
tor of the Bureau of Public Health Nursing. 

2. The Division of Smoke Control of the Bureau 
of Mechanical-Electrical Service of the De- 
partment of Public Works was transferred to 
the City Health Department’s Bureau of In- 
dustrial Hygiene, where its activities are ad- 
ministered by Mr. Charles E. Couchman, di- 
rector of the bureau. 

3. The Division of Plumbing was transferred 
from the City Health Department to the of- 
fice of the City Building Engineer. 


Not One Case of Diphtheria in 1959 


PECIAL MENTION may be made of the fact that 
during the whole year of 1959 not a single 
case of diphtheria occurred in Baltimore. This has 
only happened once before for a full year, in 1957, 
and this is a striking tribute to the parents of Bal- 
timore’s children, to the medical profession, and 
to the loyal, hardworking City Health Depart- 
ment staff. Baltimore parents have learned that 
“any child not protected is neglected” and they 
have understood and acted upon the City Health 
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Department’s motto, directed to every Baltimorean: 
“Learn to do your part in the prevention of dis- 
ease.” It should be remembered that 929 Balti- 
moreans died of diphtheria in 1882. 


Public Health Residency Training 
in the Baltimore City Health 
Department 


Co RAY D. BAKER, of the U. S. Army 
Medical Corps, recently joined the City 
Health Department staff as a resident physician- 
in-training in public health. He will be with the 
City Health Department until September, 1960, 
when he plans to begin an academic year at the 
Johns Hopkins School of Hygiene and Public 
Health. Dr. Baker is working three days a week, 
chiefly in the Eastern Health District. This is an 
area approved nationally for such residency train- 
ing in public health. The City Health Department 
is cooperating with the Maryland State Depart- 
ment of Health in providing this experience. 

Dr. Baker was born in Shattuck, Oklahoma in 
1930. He is a graduate of the Texas Technolog- 
ical College and the University of Texas South- 
western Medical School from which he received 
the M.D. degree in June, 1955. He interned for one 
year at St. Margaret’s Hospital in Hammond, 
Indiana and later at a Veterans Administration 
Hospital in Amarillo, Texas. Following his Army 
appointment in August, 1956, he was assigned to 
duty in Europe and has had special Army work in 
preventive medicine. 


NP 


Commissioner of Health 
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900 ST. PAUL STREET 


NTA 


MARYLAND TUBERCULOSIS ASSOCIATION 


Christmas Seal Agency for State of Maryland 


2 BALTIMORE 2, MARYLAND 


Theodore L. Badger, M.D.* 


LOOK AT THE FUTURE may perhaps best sum- 
marize the important aspects of tuberculosis 
and its treatment, giving a slant to the trends of 
tuberculosis control and eradication. There is rea- 
son to believe that the recent precipitous down- 
ward trend in the mortality of tuberculosis will 
slacken in the years ahead, and that the incidence 
of new cases will continue to be significant as long 
as the large community reservoir of tuberculosis 
of uncertain activity is fed from so many sources. 
The eradication of tuberculosis is no longer a lo- 
cal or a national problem, but a world-wide ¢on- 
cept needing cooperation and support on a com- 
munity as well as on an international basis. 
Tuberculosis, having become an affliction of 
older people, should witness a fall in incidence as 
the members of the older generation pass on with 
their disease. The present younger generation, 
with a low infection rate, will in time take its place 
with less open disease, more adequately treated, 
and probably with good chemoprophylactic con- 
trol of their infection. But this is a slow process 
in which Darwinian survival and elimination will 
still play their part in treatment and prevention. 
Tuberculosis has always been a family disease, 
most prevalent and devastating when families were 
commonly larger than they are today. But what- 
ever occurs in the family size, home care of tu- 
berculosis, unless carried out with meticulous re- 
gard for its infectiousness, may well influence the 
epidemiology of tuberculosis unfavorably in the 


Reprinted from The New England Journal of Medi- 
cine, July 16, 1959 and Abstracts on Tuberculosis and 
Other Respiratory Diseases, December, 1959, issued by 
the National Tuberculosis Association. 

*Past President of the American Trudeau Society, 
medical arm of the National Tuberculosis Association. 
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The Future of Tuberculosis 


The author takes a look at the present 
situation in tuberculosis therapy and control. 
His summary reprinted here is also a forecast 
of the future course of this ancient disease in 
our society. 


future. However, home care is managed, the fam- 
ily physician, whether he is internist or general 
practitioner, will continue in a key position in the 
use or abuse of the measures of control. 


TUBERCULIN TEST 


The tuberculin test will become increasingly im- 
portant as the infection rate of tuberculosis falls. 
When the older age groups contain an increasing 
number of nonreactors, the tuberculin test will 
gain increasing usefulness in both case finding and 
the differential diagnosis of pulmonary lesions. 
The continuing record of the individual tuberculin 
reactor will be followed from the date of conver- 
sion to a positive tuberculin test. Depending on the 
age of the child or adult, this record of tuberculin- 
conversion—a sort of tuberculin case registry— 
will determine the need for treating the primary 
infection before the signs of overt disease appear. 

Chemotherapy of the tuberculin converter to 
positive will become more widely used in infants 
under three years and in adolescents over 14 years 
of age. 

Isoniazid will be applied more widely as a pre- 
ventive in the groups past 40 years of age with 
known old lesions of uncertain and potential ac- 
tivity. Chemotherapy will be used for longer pe- 
riods, perhaps indefinitely in those who have com- 
pleted ‘standard initial regimens but who end with 
open cavities unsuitable for surgery or with char- 
acteristics of instability in their lesion. Better 
drugs may be found in the future. But isoniazic 
will undoubtedly be found efficient in controlling 
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bacilli that break loose from dense cellular struc- 
tures or from the heart of caseous lesions. 

Concepts of adequate versus inadequate chemo- 
therapy will, without question, greatly alter the fu- 
ture control of tuberculosis. 

BCG will in the future have decreasing useful- 
ness in communities and nations that have become 
sophisticated in modern chemotherapy and the use 
of isoniazid in the prevention of the complications 
of primary infections. 

FUTURE OF SANATORIUMS 

Sanatoriums, though fewer in number, will con- 
tinue for the care of long-term cases of tubercu- 
losis. It seems inevitable and proper that initial 
care of acute tuberculosis will move more and 
more into the general hospitals. 

Tomorrow the tuberculosis sanatoriums may 
take on community leadership in the treatment and 
control of tuberculosis. They could encourage 
friendly relations with the family doctor and the 
thoracic physician or surgeon who will care for 
their patients after discharge. They could gain the 
confidence of patient and referring physician by a 
close understanding that comes only with intel- 
lectual “give and take” with a diffusion of knowl- 
edge between those inside and outside the sana- 
torium, both of whom are interested in tubercu- 
losis and guard the welfare of their patients. The 
future holds a neat opportunity for the sanatoriums 
that work closely and intelligently with the family 
physician, and their continued survival may de- 
pend on such cooperation. In these days of home 
care of tuberculosis, the opportunities of the sana- 
torium for undergraduate and postgraduate com- 
munity education in tuberculosis could be great; 
and this deserves serious thought. 

The x-ray will continue to be the most im- 
portant tool in chest diagnosis in spite of radiation 
hysterias. Manufacturers will produce safer x-ray 


machines and better protective devices, but only if 
radiologists can be persuaded to use them and pa- 
tients can be urged to request them. 

General hospital admission x-ray programs for 
those over 30 years of age will be given wider 
recognition for their usefulness in case finding for 
both tuberculosis and cancer of the lungs. In the 
old-age groups that populate general hospitals, 
there is interest not only in finding the new and 
unknown cases of tuberculosis, but also in relocat- 
ing the known recalcitrant and the unknown re- 
lapses found by chance. 

Education in tuberculosis will be a continuing 
job in the future among members of the medical 
profession and the laity. Research will require 
larger funds as the task of eradication becomes 
more difficult. The time has passed for being im- 
pressed with either the decreasing mortality or the 
specific number of reportable cases of tuberculosis. 
Rather, one should gear all planning toward the 
many more millions of people who are infected 
with tubercle bacillus and toward those who are 
the potentially active cases of tuberculosis of the 
future. The importance of following known, treated 
tuberculous persons for the prevention and detec- 
tion of relapse will be a far tougher job in the 
future than the detection of new active cases of 
tuberculosis. 

The goal of eradication of tuberculosis, ephem- 
eral as it may be, will not even appear on the hori- 
zon until the perspective of both national and 
world-wide control is understood by every com- 
munity, no matter how small. There are years of 
intensive and imaginative work ahead; there is 
probably no short cut to the ultimate victory. Tu- 
berculosis is still embedded in people in every cor- 
ner of the world, and world-wide cooperation and 
expenditure of both energy and money will be 
needed for many years. 


THE GILL MEMORIAL EYE, EAR AND THROAT HOSPITAL 


Announces to the Profession 


THIRTY-THIRD ANNUAL SPRING CONGRESS 
IN 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 4 through April 9, 1960 


Marcu, 1960 
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|, NURSES 
ASSOCIATION 


M. Ruth Moubray, R.N. 


HAT IS ANA’S position regarding federal 
health insurance for the older citizens in 
our population ? 

In 1958, ANA members, through their House 
of Delegates, passed a resolution stating that “the 
American Nurses’ Association support the exten- 
sion and improvement of the contributory social 
insurance to include health insurance for bene- 
ficiaries of Old-Age, Survivors and Disability 
Insurance.” 

Bills to include health insurance coverage under 
OASDI were introduced in the past two sessions 
of the United States Congress. One of these bills 
was H. R. 4700 (Forand, D., R. I.). The ANA 
supports those provisions of this bill which are in 
accord with its own principles as expressed in the 
House of Delegates resolution. As yet, Congress 
has taken no action on this bill, but there is every 


THE A.N.A. AND 


HE HOUSE OF DELEGATES of the American 
jeans Association has gone on record as 
supporting H. R. 4700, the Forand Bill, which 
would give free hospitalization, nursing home care, 
and surgical service to all recipients of social 
security benefits over 65 years of age. I wonder 
if this action did not stem more from the heart 
than from the head. I can only repeat what has 
been said many times; namely, that anyone who 
is not a socialist at 20 has no heart, but if he is 
still a socialist at 40, he has no head. 

I would greatly dislike anything I have to say 
in this article to be construed as anything against 
all those fine nurses with whom we doctors work 
all of the time, who are invaluable to us, and for 
many of whom we have the greatest admiration 
and affection ; however, we must face reality. The 
nursing profession is largely a profession of art; 
the medical profession is one of both art and 
science. We cannot possibly expect nurses to take 
_ quite as detached or scientific a view of the matter 
under discussion as the medical profession ; how- 
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HEALTH INSURANCE COVERAGE UNDER§SO 


likelihood that it will again be considered during 
the session of Congress which began in January, 
1960. 

There is active opposition to this type of socia: 
legislation by certain groups, including the Amer- 
ican Medical Association. Yt is important that al! 
ANA members be aware of issues involved in this 
question so they can further understand the ANA 
position and answer queries which may come to 
them from other organizations or members of the 
public. 

The following questions and answers cover some 
of the points frequently raised regarding this pro- 
posed legislation. 

Q: Is there a current, pressing need for health 
insurance protection for the aged? 

A: There is general agreement among those 

responsible for health care that a definite 


THE FORAND BILL 


ever, as they are so closely allied to the medical 
profession, which is characterized by more of the 
scientific than their own, one would expect them 
to be more guided in their thinking by the pro- 
fession of which they are an ancillary and indis- 
pensable part. 

Before taking up the specific questions asked by 

‘the ANA, it might be well to consider the entire 
philosophy of the matter of taking care of the aged 
in our country. It is trite to say that history repeats 
itself ; yet every thoughtful person is bound to be 
guided by the lessons of history. It has been shown 
throughout the ages that whenever a government 
becomes socialistic and the people of that country 
depend upon their government for their care rather 
than upon their own efforts, the country deterior- 
ates and eventually falls. Spengler, in his “The De- 
cline of the West,” has presented all the evidence 
for this. There it is for anyone who wants to study 
the evidence. It is also shown that the West is de- 
clining and will probably eventually fall because 
of the ravages of socialism. 
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ERISOCIAL SECURITY 


The Nursing Profession's Viewpoint Stated by the 
American Nurses’ Association 


problem exists that is not being adequate- 
ly met by voluntary health insurance plans. 
Statistics gathered by the Senate Sub- 
committee on Problems of the Aged and 
Aging, show that the number of people 65 
years and over has been growing at an in- 
creasing rate. In 1900, the total of those 
65 years and over was 3,080,000; by 1940 
it was 9,019,000; by July 1958, it had 
jumped to 15,041,000. 
Though voluntary health insurance in the 
United States has had a _ tremendous 
growth in the past 20 years, less than half 
of the older population has any kind of 
health insurance. 

Q: Why is it difficult for many individuals 

over 65 to obtain health insurance coverage? 
A: Persons over 65 and persons who are dis- 


The Medical Profession's Rebuttal Explained by 
Amos R. Koontz, M.D. 


There was a time in this country (before F.D.R.) 
when it was a disgrace for anyone to have to de- 
pend upon the government for support. The New 
Deal taught our people that they owed nothing to 
their country, but the government owed them all 
the necessities of life. Pride and self-reliance has 
largely been destroyed. The time has passed when 
every family felt it their responsibility to take care 
of their old folks; the time has gone when every 
individual felt it incumbent upon himself to try 
to lay up something for his old age. Now families 
gleefully and shamelessly push their old folks on 
to the government for maintenance, and when 
these same families reach the age of 65 themselves, 
they will just as shamelessly accept government 
support, having had no thought along the way to 
provide for themselves. 

Now to answer some of the specific questions 


asked by the ANA with regard to the Forand Bill. 


Q: Is there a current, pressing need for 


health insurance protection for the aged? 


Marcu, 1960 


abled have difficulty in securing coverage 
either because of their age; or disability 
denies them the opportunity to purchase 
insurance; or their income is so limited 
they cannot afford it. 

When an individual having voluntary 
group health insurance retires at 65, he is 
frequently required to drop his group in- 
surance and can continue coverage only 
with an individual policy at a higher cost. 
Many of the older people in our population 
are on fixed incomes. This may be lim- 
ited to social security benefits. The aver- 
age old-age monthly payment under social 
security is $64.22. If the individual is able 
to work, this may be supplemented with 
other earnings; however, the maximum 
additional amount which a person is per- 


A: Of the more than 16 million people in 
the country today who are over 65 years of 
age, 6 million are excluded from the benefits 
of the Forand Bill because they are not eligible 
for social security. About 9 million are already 
covered by voluntary medical programs. This 
would leave relatively few, estimated soon to 
be about 3 million, who would benefit by the 
bill. It is true that we need more and better 
private insurance plans ; however, if the gov- 
ernment is going to take over insurance, it 
would utterly kill any chance of such develop- 
ment. Better medical care and better insurance 
plans are more likely to develop from the nor- 
mal incentives of a free society than by gov- 
ernment regimentation and regulation under 
compulsion. It is estimated that more than 
90 per cent of older persons needing and 
wanting insurance protection will be covered 
by private plans by 1975. New approaches are 
being made to cover them by the issuance of 
lifetime coverage, new issuance of insurance 
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mitted to earn while receiving social secur- 
ity benefits is $1200 per year. In 1957, the 
median income of families where the head 
of the family was 65 or over was $2,490, 
and the median income of unrelated in- 
dividuals 65 and over was $918. 


Q: What are the advantages of financing 
health care for the aged through Old-Age Sur- 
vivors and Disability Insurance? 


A: Insurance coverage against the cost of ill- 
ness under the social security system 
would be paid for by the future benefici- 
aries during their working years. Payment 


ance when faced with a major medical ex- 
pense. Not only does such dependence tend 
to be degrading to the individual, it in- 
creases the tax burden on all citizens in 
maintaining public assistance programs. 
Since the social security system already is 
in existence, administrative costs of the 
program would be lower than under any 
plan that might be established. Further- 
more, this would provide a way for be- 
ginning immediately to deal with the seri- 
ous problem of adequate health care for 
the aged. 


Q: Is this idea of contributions under law to 
insure protection of the people against certain 
risks a new one in our country? 


would be spread over many years but 
would cease when the individual’s income 
is reduced upon retirement. Under most 


voluntary plans, the individual must con- 
tinue to pay premiums after retirement, 
usually at an increased cost. 

At present, with many older people un- 
able to obtain adequate health insurance, 
they must often depend on public assist- 


to older persons who belong to organizations 
for the aged, and for retired persons, and con- 
tinuation of individual policies purchased in 
earlier years. 


A: No. Under laws which have been in exist- 
ence for many years, five risks are cov- 
ered by compulsory contributions. Such 
contributions provide for (1) workman’s 
compensation ; (2) retirement income ; (3) 
survivor’s insurance; (4) disability in- 


supported by the taxes of all of us. Social 
security taxes, now already high, are scheduled 
to double during the next ten years. If we 
keep on adding unnecessary benefits, there is 
no limit to how high the taxes will go. Re 


Q: Why is it difficult for many individuals 
over 65 to obtain health insurance coverage? 


member that “The power to tax is the power 
to destroy.” 


A: Some people over 65 years of age do not 
have health insurance because they have not 
had the foresight to carry insurance in the 


Q: What are the advantages of financing 
health care for the aged through Old-Age Sur- 
vivors and Disability Insurance? 


preceding years. It is true that some policies 
are dropped after the age of 65 or after the 
insured stops working. Many remedial meas- 
ures are on foot (as stated above), but no 


‘matter what the need is, it does not mean that 


the Federal Government should supply the 
need. To quote the HEW Report: “The ex- 
istence of a problem does not necessarily indi- 
cate that action by the Federal Government is 
desirable.” People over 65 who are indigent 
or medically indigent now have medical care 
provided for them by the state and local public 
assistance program. Why duplicate that func- 
tion? And why try to force compulsory health 
insurance on the many people who do not need 
it? To call it insurance is a misnomer anyway ; 
it is not insurance, but the program would be 


A: In my opinion, the advantages are none. 
The ANA answer to this question states that 
for people over 65 to have to depend on public 
assistance when faced with a major medical 
expense is degrading to the individual and in- 
creases the tax burden of all citizens in main- 
taining the public assistance programs. It 
should be pointed out that the public assistance 
programs are already there and are already 
costing us in taxes. The Forand Bill, if put 
into effect, will apply to many people who do 
not need public assistance and who do not 
want it. It will result in another federal bu- 
reaucracy, with the certification of doctors, 
hospitals and nursing homes, fixing of fees 
and costs, promulgation of regulations, and 
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surance ; and (5) unemployment compen- 
sation. Proposed legislation would extend 
already established social security to pro- 
vide benefits to meet the cost of health care 
after retirement for age or disability. 


Q: Would this legislation lead to over-utili- 
zation of health facilities? 


A: This same question could be asked about 
private insurance plans. Patients are ad- 
mitted to hospitals on the recommenda- 
tion of a physician, and the length of stay, 
also, is usually determined on the advice 
of the physician. ANA has also urged that 
nursing care, including nursing care in the 
home, be included as a benefit of any pre- 
paid health insurance program. This would 
make it possible for more older people to 
be adequately cared for in their homes. 


Q: Why would nurses be personally inter- 
ested in this legislation? 


A: Nurses have not secured benefits of pre- 


enforcement with fines and jail sentences. Are 
these things more desirable than avoiding 
making a few people feel “degraded” because 
they need public assistance? They should feel 
degraded if they need public assistance. That 
is the crux of the whole situation. Our present 
trend towards socialism is destroying our 
pride in our self-reliance. 


paid hospital and surgical insurance on a 
group basis to the same extent as other 
employed workers. In 13 out of 16 major 
metropolitan areas surveyed by the Bureau 
of Labor Statistics in 1956-57, less than 
30 per cent of the nurses employed in all 
hospitals had contributory hospitalization 
insurance. Also, the Health Insurance 
Council reports that health insurance pro- 
tection is enjoyed by fewer people in rural 
areas, the self-employed and the unem- 
ployed. Many nurses are situated in rural 
areas and many are in a self-employed 
category, or their employer does not pro- 
vide health insurance and other benefits 
common to many other fields today. The 
nursing field, by all current standards, is a 
low-income profession. Those who may 
not have the resources to obtain health in- 
surance coverage after retirement are the 
people who would benefit most from the 
proposed legislation. 


another such governmental agency, saddled 
with all the attendant abuses that every such 
agency is saddled with? My answer is no. 


Q: Would this legislation lead to over- 
utilization of health facilities? 


A: The answer is definitely yes. That has 
_been the case in every country which has so- 


cialized medicine. Doctors’ times are taken up 


Q: Is this idea of contributions under law 
with trivial complaints because the service is 


to insurance protection of the people against 
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certain risks a new one in our country? 


A: The ANA cites such things as work- 
men’s compensation, retirement income, sur- 
vivors’ insurance, and disability insurance as 
old and established recognized forms of in- 
surance. That is true, but these forms do rep- 
resent insurance and not a government hand- 
out. (Medical care for members of the armed 
forces is considered as a part of their pay.) 
The other “contribution” mentioned by the 
ANA is unemployment compensation. The 
term contribution in this instance is correct. 
The unemployment compensation is a direct 
government handout, and anyone who is the 
least bit observant is well aware of the abuses 
that it has been heir to. Do we want to add 


“free.” (People don’t realize that they are 
paying through the nose for it.) There are, 
naturally, always some abuses in private in- 
surance plans, but experience in many coun- 
tries has shown that the abuses are nothing 
like as great as they are under government 
plans. It is wishful thinking to feel that under 
such a plan doctors would not be seeing many 
people unnecessarily and hospitals would not 
have many unnecessary admissions. 


Q: Why would nurses be personally inter- 
ested in this legislation? 


A: This is a question which each nurse will 
have to answer for herself. I can no more 
attempt to answer it than I could answer the 
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same question for each individual doctor. The 
great majority of doctors all over the country 
have opposed social security for the medical 
profession. Some are in favor of it. It has 
been pointed out time and time again, how- 
ever, that if any doctor as a young man would 
put the money which he would put into social 
security into some private insurance scheme, 
he would be far better off financially at the age 
of 65 than if he accepted social security. I 
believe the same to be true of nurses. The 
Forand Bill might help a few individual 
nurses ; but a bill that is bad for the country, 
as I believe the Forand Bill to be, would be 
bad for the nursing profession as a whole, 
just as it would be for any other large group 
of our citizens. 


Now let us consider some of the disadvantages 
of the bill which have not been considered in the 
above questions and answers. In the first place, 
the cost of the program is not known, although it 
is estimated to be between 14 and 24 billion dollars 
per year at the outset, then going up. Such esti- 
mated figures have, in every country, been proven 
to be entirely too low. This was the case in Eng- 
land, where the cost has mounted astronomically 
every year. During the last nine years the cost of 
retail goods has gone up 41 per cent in England, 
but the cost of their government medical care has 
increased more than 300 per cent. 


Alleged free choice would be practically non- 
existent under the Forand Bill. There would be no 
choice as to whether you wanted this compulsory 
health insurance or whether you wanted to pay. 
Everyone would have to have it willy-nilly and 


everyone would have to pay. There would be no 


freedom of selection of doctors, hospitals, and 
nursing facilities, only a choice of those presented 
to you. But this is not free choice. 


Furthermore, the bill is only a “foot in the 
door.” Its expansion is bound to follow. Other age 
groups and classes would be included until total 
socialized medicine would be a fait accompli—by 
a gradual, stealthy, creeping, insinuating process. 
When the government presented a bill for social- 
ized medicine in 1948, it didn’t even get out of 
committee. The same would happen to such a bill 
today. However, we must recognize the fact that 
other bills, such as the “total disability” bill, which 
have been passed, were also a “foot in the door.” 
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If the Forand Bill is passed, it will comprise an- 
other foot, and soon the whole body will be in. 
If we get enough such bills passed subsequently in 
the next ten years, it will be too late for us to think 
about it. We will have had it. 

And, finally, such a fine organization as the 
American Association of Public Health Physi- 
cians, which is especially interested in looking after 
the people’s health, at its annual meeting this past 
year passed a resolution citing the great progress 
being made by voluntary health insurance plans 
in extending coverage for hose over 65. The Asso- 
ciation also expressed opposition to presently pro- 
posed federal legislation designed to extend the 
social security program into the field of health 
care. The resolution stated that “present legislative 
proposals before Congress would completely de- 
stroy all incentive for extending voluntary plans 
and in no way improve the health services for 
those needy persons on public assistance rolls.’ 


Book Keviews 


Surgery of the Foot, Henri L. DuVries, M.D., St. 
Louis, The C. V. Mosby Company, 1959. 

Dr. DuVries has devoted thirty years to the study of 
the foot and correction of its disabilities and presents 
in this reference many of his observations and practical 
experiences. The structure and function of the bones of 
the foot are presented. He describes how to examine 
the foot, and also describes surgical and therapeutic 
procedures in correcting or alleviating foot abnormalities 
and diseases. 


The Anatomy of the Nervous System; Its Develop- 
ment and Function, ed. 10, Stephen W. Ranson, M.D. 
and Sam L. Clark, M.D., Philadelphia, W. B. Saun- 
ders Company, 1959. 

In this text, form and function are considered together, 
and as far as possible it examines not only the anatomy 
of the nervous system, but how it works. Many of the 
additions and modifications in this edition are the results 
of suggestions from teachers and students who observed 
the need for them in actual use. 


Physiology of the Eye, ed. 3, Francis Heed Adler, 
M.D., St. Louis, The C. V. Mosby Company, 1959. 

This most recent edition reflects both new knowledge 
and some setbacks in diseases of the eye as disorders of 
function. There is much conflict in some phases, such as 
aqueous humor dynamics and corneal transparency; the 
author has tried to solve the dilemma by judicious selec- 
tion, which, as he says, can be interpreted as either wise 
counsel or personal bias. 
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ADIES WHO ACCOMPANY their husbands on the 
i annual spring trek to Baltimore will find 
many interesting plans have been made for their 
entertainment. 

Mrs. D. Delmas Caples will call the Auxiliary 
meeting to order at nine o’clock on Wednesday 
morning, April 20. After the meeting, the ladies 
will be guests of the Medical and Chirurgical 
Faculty of Maryland at a social hour in the hospi- 
tality rooms. Mrs. Austin Pearre will be hostess. 

Mrs. Whitmer B. Firor will be the hostess for 
the luncheon and fashion show at 12:30, with Mrs. 
John H. Hebb and Mrs. Arnold Field as fashion 
coordinators. After the show by Hutzler Brothers, 
Mrs. M. E. Robertson and Mrs. Peter Ball have 
arranged an afternoon of bridge. 


COMMITTEE MEETS TO PLAN FOR CONVENTION IN APRIL. 

to right: Mrs. Ferd E. Kadan, Mrs. Robert C. Kimberly, Mrs. D. 
pelmas Caples, Mrs. Whitmer B. Firor, Mrs. Albert E. Goldstein, Mrs. 
illiam Magruder. 


CONVENTION 


Thursday morning, after the past-president’s 
breakfast for the board, Mrs. William I. Stone, 
the new president, will hold a meeting to plan next 
year’s work projects and activities. The ladies will 
then adjourn for luncheon, after which they will 
go to the Baltimore Museum of Art for the Mary- 
land Daffodil Spring Show, under the leadership 
of Mrs. Amos R. Koontz. From there Mrs. Edwin 
H. Stewart, Jr., plans to take the group on a guided 
tour of the new Cathedral of Mary Our Queen. 
Cars will be unnecessary as Mrs. Walter M. Ham- 
mett, transportation chairman, and her committee 
will drive us to the places to be visited and back 
to the hotel. 

Mrs. J. Frank Supplee, III, ticket chairman, 
asks that everyone send their reservations in early 
for these events, as well as for the golf match, 
which Mrs. Raymond L. Markley is arranging for 
Thursday afternoon. 


Any last minute arrivals should be sure to see 
Mrs. Ferd E. Kadan, registration chairman. Early 
arrivals will see her, too! 


Both golf enthusiasts and artistically inclined 
guests will be well looked after by Mrs. John M. 
Rehberger’s hospitality committee. Both groups 
will be back at the hotel in time to rest and change 
for the cocktail party and presidential banquet. 


Mrs. Conrad Acton is chairman of publicity, 
Mrs. William Magruder is program chairman, and 
Mrs. Robert C. Kimberly is general chairman of 
convention arrangements, 
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same question for each individual doctor. The 
great majority of doctors all over the country 
have opposed social security for the medical 
profession. Some are in favor of it. It has 
been pointed out time and time again, how- 
ever, that if any doctor as a young man would 
put the money which he would put into social 
security into some private insurance scheme, 
he would be far better off financially at the age 
of 65 than if he accepted social security. I 
believe the same to be true of nurses. The 
Forand Bill might help a few individual 
nurses ; but a bill that is bad for the country, 
as I believe the Forand Bill to be, would be 
bad for the nursing profession as a whole, 
just as it would be for any other large group 
of our citizens. 


Now let us consider some of the disadvantages 
of the bill which have not been considered in the 
above questions and answers. In the first place, 
the cost of the program is not known, although it 
is estimated to be between 1} and 24 billion dollars 
per year at the outset, then going up. Such esti- 
mated figures have, in every country, been proven 
to be entirely too low. This was the case in Eng- 
land, where the cost has mounted astronomically 
every year. During the last nine years the cost of 
retail goods has gone up 41 per cent in England, 
but the cost of their government medical care has 
increased more than 300 per cent. 


Alleged free choice would be practically non- 
existent under the Forand Bill. There would be no 
choice as to whether you wanted this compulsory 
health insurance or whether you wanted to pay. 
Everyone would have to have it willy-nilly and 
everyone would have to pay. There would be no 
freedom of selection of doctors, hospitals, and 
nursing facilities, only a choice of those presented 
to you. But this is not free choice. 

Furthermore, the bill is only a “foot in the 
door.” Its expansion is bound to follow. Other age 
groups and classes would be included until total 
socialized medicine would be a fait accompli—by 
a gradual, stealthy, creeping, insinuating process. 
When the government presented a bill for social- 
ized medicine in 1948, it didn’t even get out of 
committee. The same would happen to such a bill 
today. However, we must recognize the fact that 
other bills, such as the “total disability” bill, which 
have been passed, were also a “foot in the door.” 
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If the Forand Bill is passed, it will comprise an- 
other foot, and soon the whole body will be in. 
If we get enough such bills passed subsequently in 
the next ten years, it will be too late for us to think 
about it. We will have had it. 

And, finally, such a fine organization as the 
American Association of Public Health Physi- 
cians, which is especially interested in looking after 
the people’s health, at its annual meeting this past 
year passed a resolution citing the great progress 
being made by voluntary health insurance plans 
in extending coverage for thgse over 65. The Asso- 
ciation also expressed opposition to presently pro- 
posed federal legislation designed to extend the 
social security program into the field of health 
care. The resolution stated that “present legislative 
proposals before Congress would completely de- 
stroy all incentive for extending voluntary plans 
and in no way improve the health services for 
those needy persons on public assistance rolls.” 


Book Keviews 


Surgery of the Foot, Henri L. DuVries, M.D., St. 
Louis, The C. V. Mosby Company, 1959. 

Dr. DuVries has devoted thirty years to the study of 
the foet and correction of its disabilities and presents 
in this reference many of his observations and practical 
experiences. The structure and function of the bones of 
the foot are presented. He describes how to examine 
the foot, and also describes surgical and therapeutic 
procedures in correcting or alleviating foot abnormalities 
and diseases. 


The Anatomy of the Nervous System; Its Develop- 
ment and Function, ed. 10, Stephen W. Ranson, M.D. 
and Sam L, Clark, M.D., Philadelphia, W. B. Saun- 
ders Company, 1959. 

In this text, form and function are considered together, 
and as far as possible it examines not only the anatomy 
of the nervous system, but how it works. Many of the 
additions and modifications in this edition are the results 
of suggestions from teachers and students who observed 
the need for them in actual use. 


Physiology of the Eye, ed. 3, Francis Heed Adler, 
M.D., St. Louis, The C. V. Mosby Company, 1959. 
This most recent edition reflects both new knowledge 
and some setbacks in diseases of the eye as disorders of 
function, There is much conflict in some phases, such as 
aqueous humor dynamics and corneal transparency; the 
author has tried to solve the dilemma by judicious selec- 
tion, which, as he says, can be interpreted as either wise 
counsel or personal bias. 
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annual spring trek to Baltimore will find 
many interesting plans have been made for their 
entertainment. 

Mrs. D. Delmas Caples will call the Auxiliary 
meeting to order at nine o’clock on Wednesday 
morning, April 20. After the meeting, the ladies 
will be guests of the Medical and Chirurgical 
Faculty of Maryland at a social hour in the hospi- 
tality rooms. Mrs. Austin Pearre will be hostess. 

Mrs. Whitmer B. Firor will be the hostess for 
the luncheon and fashion show at 12:30, with Mrs. 
John H. Hebb and Mrs. Arnold Field as fashion 
coordinators, After the show by Hutzler Brothers, 
Mrs. M. E. Robertson and Mrs. Peter Ball have 
arranged an afternoon of bridge. 


ee WHO ACCOMPANY their husbands on the 


COMMITTEE MEETS TO PLAN FOR CONVENTION IN APRIL. 
left to right: Mrs. Ferd E. Kadan, Mrs. Robert C. Kimberly, Mrs. D. 
Delmas Caples, Mrs. Whitmer B. Firor, Mrs. Albert E. Goldstein, Mrs. 
William Magruder. 
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CONVENTION 


Thursday morning, after the past-president’s 
breakfast for the board, Mrs. William I. Stone, 
the new president, will hold a meeting to plan next 
year’s work projects and activities. The ladies will 
then adjourn for luncheon, after which they will 
go to the Baltimore Museum of Art for the Mary- 
land Daffodil Spring Show, under the leadership 
of Mrs. Amos R. Koontz. From there Mrs. Edwin 
H. Stewart, Jr., plans to take the group on a guided 


tour of the new Cathedral of Mary Our Queen.. 


Cars will be unnecessary as Mrs. Walter M. Ham- 
mett, transportation chairman, and her committee 
will drive us to the places to be visited and back 
to the hotel. 

Mrs. J. Frank Supplee, III, ticket chairman, 
asks that everyone send their reservations in early 
for these events, as well as for the golf match, 
which Mrs. Raymond L, Markley is arranging for 
Thursday afternoon. 


Any last minute arrivals should be sure to see 
Mrs. Ferd E. Kadan, registration chairman. Early 
arrivals will see her, too! 


Both golf enthusiasts and artistically inclined 
guests will be well looked after by Mrs. John M. 
Rehberger’s hospitality committee. Both groups 
will be back at the hotel in time to rest and change 
for the cocktail party and presidential banquet. 


Mrs. Conrad Acton is chairman of publicity, 
Mrs. William Magruder is program chairman, and 
Mrs. Robert C. Kimberly is general chairman of 
convention arrangements, 
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The Woman’s Auxiliary 


to the 


Baltimore City Medical Society 


presents 


THE TIARA BALL 


April 30 Blue Crest North, 401 
Champagne Hour 7 P.M. 
Music by Feen lula 
Reservations: 


Call Mrs. E. E. Cook 
DRexel 7-7917 
or send’ check 
to Mrs. Aaron Sollod 
3529 Barton Oak Road 
Baltimore 8, Maryland 


ow IS THE TIME 

Wednesday " N when all of the 
30 county auxiliaries have 

man, 1990 finished their plans for 
the observance of Doc- 
Ay tor’s Day. There is no 
4) need to repeat the story 

of Dr. Crawford Long, 
for we all are familiar 


{ 


' with the origin of this 


day for tribute. Proclamation of Doctor’s Day is 


made annually by the Governor of Maryland as 
the day on which members of the medical profes- 
sion, both living and dead, are honored by the 
public, their friends, and the professional itself. 

This is an age of speed, worry, and a multitude 
of details. Doctors are among the busiest people, 
being faced with a mounting tide of detail and pa- 
per work. Let us take a few minutes to let them 
know how much they are appreciated. 

Someone once wrote an editorial entitled, ““Doc- 
tors Must Talk,” in which he made the statement 
that with the changing of all old methods, the role 
of the doctor must change, too. He must “toot his 
own horn” a bit. To bring to the attention of the 
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public the enormous service that is done for them 
by physicians is indeed something that will serve 
a dual purpose. We will demonstrate to our hus- 
bands that we love them and their chosen way of 
life and that we realize the time, energy, and will- 
ingness that characterizes their daily routine. Si- 
multaneously, it gives us a chance to “toot their 
horn” for them by bringing to the forefront some 
of the ways that a doctor serves his patients, the 
community, and the non-medical organizations to 
which he belongs. 

Baltimore City will donate money to the Amer- 
ican Medical Education Foundation in honor of 
the city doctors. Baltimore County will hold their 
annual dinner dance, which is their means of rais- 
ing funds for the scholarships they give. Prince 
George’s County will again treat their doctors to 
a buffet luncheon at the Prince George’s County 
General Hospital. 

Don’t forget that the red carnation is the sym- 
bol of Doctor’s Day. Let us all give those favorite 
men of ours a boutonniere to wear on March 30. 
Doctors of Maryland, the Woman’s Auxiliary to 
the Medical and Chirurgical Faculty salute you. 
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A Perfect "Ball'’ Team 


Reprinted from the Bulletin of the Montgomery County Medical Society, November, 1959. 


Someone has said: “Two working together can 
accomplish what three working alone can achieve,” 
and that is certainly true in the case of John and 
Monica Ball of 7936 Old Georgetown Road, Be- 
thesda. 

Call it teamwork—call it what you will—they 
have already accomplished for the community and 
for the county what few people can achieve in a 
lifetime. Not only the fact that Dr. and Mrs. Ball 
grew up with the community, but the fact that they 
both had professional backgrounds may account 
in some measure for their ability to accomplish so 
much in such a relatively short space of time. 

John G. Ball was born at Warren, Pennsylvania ; 
his father was a doctor and his mother was a nurse. 
His brother became a doctor, so it just seemed the 
logical thing for him to follow in their footsteps. 

He took his pre-medical work at George Wash- 
ington University and Oberlin College and com- 
pleted work for his medical degree at Buffalo 
University. He interned at Emergency Hospital 
in Washington. 

It was during his pre-med days at George Wash- 
ington that he met Miss Monica Snyder, a chem- 
istry major, and their seven-year engagement has 
never been regretted. In the interim she worked at 
the National Bureau of Standards. They had op- 
portunity to plan their course and decide where 
they would locate. The choice finally was Bethesda. 

In 1937 he got his license to practice in Mary- 
land and hung out his shingle in 1938. He is glad 
now he acted against the advice of his elders in 
choosing Bethesda. At that time there were 8 doc- 
tors in the small community and they were quite 
sure that was sufficient. They particularly frowned 
on anyone even thinking of setting up an establish- 
ment on Old Georgetown Road. Although it was 
one of the oldest roads in the county it was still 
unimproved and definitely out of the business sec- 
tion. 

From the first his practice was promising, but 
in 1942 he was inducted into the service. When he 
returned in 1946 he decided to drop obstetrics from 
his field of general practice. 

He likes being a general practitioner because 
there are so many different things to be interested 
in, but of course it also means that there is a lot 
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more reading and studying and learning to keep 
up with all the new medical developments in such 
a wide field. He sensed the need for doctors to get 
together and talk things over, so welcomed the 
fellowship of the Montgomery County Medical 
Society. He served as secretary in 1948, as pres- 
ident the next year, and is still a member of the 
Executive Board. He recalls that when he joined 
the Society there were 35 members—there are 
now more than 400. 

The year Dr. Ball was president of the Medical 
Society, Mrs. Ball organized the Medical Society 
Auxiliary and was its first president. Realizing the 
importance of such a group on a state-wide basis, 
she helped organize the state auxiliary the next 
year and has been an active member of the Board 
ever since. 

From the very first the Balls have been alert 
to the needs of the community and ready to take 
an active part when needed. Before Suburban Hos- 
pital was built it was necessary to take accident 
cases to Emergency Hospital or other downtown 
hospitals and there were times when it would have 
proven fatal to move the person in the condition 
he was in—so Dr. Ball joined the Bethesda Vol- 
unteer Fire Department and was on call to treat 
emergency cases so they could safely be trans- 
ported the distance to the hospital. He is now 
deputy medical examiner for the County. 

As need and sentiment for a hospital in the area 
grew, he was one of the first and most consistent 
backers and workers for Suburban Hospital. He 
was a member of the Charter Board of Trustees 
and is still a member of the Board. 

When daughter Susan, now 19, was of Scout 
age, Mrs. Ball took more than her share of re- 
sponsibility for her troop, and two years later Dr. 
Ball did the same thing for Michael. The Balls 
have always been interested in camping and even 
today it is their chief form of recreation. They 
have toured the west, camping in the National 
Parks and also New England and Florida. How- 
ever, during the past two years boating has been 
added to their fields of interest and they have 
completed two boats in their workshop. 

As Bethesda began to mushroom so did his 
practice, and so did the extra demands for his time. 
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He helped with the early organization of the lay 
health clinics, was a member of the Montgomery 
County Health Council, the Social Service League, 
Planned Parenthood and numerous others. He is 
a member of the Medical Arts Society of the 
District of Columbia, Montgomery County Med- 
ical Sociey, Medical and Chirurgical Faculty of 
Maryland, the American Academy of General 
Practice, the American Medical Association and 
others. 

Dr. Ball’s interest and work was not limited to the 
field of medicine—he was active in getting a library 
for Bethesda, in Civil Defense work, and would 
like to see more general interest in the YMCA. 
The family has been active in the Christ Lutheran 
Church, which is just across the street, from the 
time its small membership met in the theater 
through three rebuilding programs in the past 25 
years. 

When asked which was the hardest—being a 
minister’s daughter or a doctor’s wife—Mrs. Ball 
was inclined to think the former was more restric- 
tive and that while being a doctor’s wife had some 
disadvantages it also had so many opportunities 
for service and meeting people, and the Balls do 
love people and do love life. 

The interests of John and Monica Ball are so 
closely identified that they are having a lot of fun 
keeping young together. The fast growing com- 
munity has forced them to be “businesslike” in 
front of their home and office but their living quar- 
ters and the lovely garden in the rear have enabled 
them to indulge their love of beauty and gracious 
living. 

Their friends wonder how they can be so de- 
voted to a profession and yet find time to do so 


many things of community service as well as so 


many just plain “fun” things. 


“Than drinking and driving 
there’s nothing worse. 
It’s putting the quart before 


the hearse.” 


Meet The Presidents 


Marcia Haberlin, president of the Mont- 
gomery County Woman's Auxiliary, is no new- 
comer to the area, having been born in Wash- 
ington, D. C. and graduated from George 
Washington University. She had planned a 
career as a medical sociologist, but upon 
learning about the Yale University nursing 
course, she decided to become a nurse. Her 
decision must have been guided by fate, for 
at Yale she met medical student John P. 
Haberlin, whom she married. 

Husband and wife both graduated from 
Yale University, he receiving his M.D. and she 
a masters degree in nursing. A period of 
traveling with the United States Army pre- 
ceded their settling in Silver Spring, where 
Dr. Haberlin began his practice. Now the 
mother of three children, John, Bill, and 
Carol, Marcia Haberlin has been active in 
Scout work and belongs to the Mothers’ Clubs 
of three schools. She worked for two years 
with the Health Department of the District of 
Columbia. 

In the years before her election as presi- 
dent of the Montgomery County Auxiliary, 
Mrs. Haberlin held various committee posts 
and the office of secretary. She served on the 
board of the Auxiliary to the Medical and 
Chirurgical Faculty for two years. 


MarRYLAND STATE MepicaL JoURNAL 


> 
RIL 
i 
| 


